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Qutab Minar, part of the wonderful panorama 
from the roof of the new TNAI Headquarters. 

















New DELHI 


Above and left: The TNAI Office Block and 
a charming close-up (See also page 9). 








Government buildings—seen to the north. 


Courtesy of India House, London 
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ICN 


Education 


Committee 


Meets 


Miss Flora Cameron, presiding at the ICN Education 
Committee meeting at ICN House. Left to right, 
Miss Creelman (WHO), present as an observer, Miss 
Fawkes, Mlle. Martin, Miss Nussbaum, Mlle. 
Clamageran (President, ICN), Miss Cameron, Miss 
Broe, Miss Hédmelin, Miss Carpenter, Miss Andrell 

(See also page 3). 


EVENTS IN LONDON 


At the reception given at the Wolfson School of Nursing 

Westminster Hospital London:, Miss Lawson, Presiden 

National Council of Nurses of Great Britain and Northem 

Ireland, centre, with Mlle. Martin, Mlle. Clamageran, and 

left, Miss Powell, Matron, St. George’s Hospital and, right 
Miss Young, Matron, Westminster Hospital 


At the British Commonwealth Nurses Memorial 
Fund Reception at St. James’s Palace, London, Queen 
Elizabeth the Queen Mother congratulates Mrs. 
Comfort Akrofie from Ghana. Mrs. Bennett, 
Chairman, Scholarships Committee on the right. 
By courtesy Nursing Mirror 


AND DENMARK 


Miss Elly Nielsen is congratulated by Miss Helen 
Nussbaum, General Secretary, ICN. (See also page 5) 
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News from ICN House 


REETINGS from INTERNATIONAL COUNCIL OF NURSES to all nurses in member- 
ship through their National Nurses Associations: 


Season’s Greetings 
Meilleurs Veux 
Frohliche Weihnachten 


Feliz ano Nuevo 
and good wishes to all nurses throughout the world. 


Special greetings also to those nurses in 100 countries who are readers of the 
INTERNATIONAL NURSING REVIEW 


GENERAL SECRETARY’S TOUR 


Miss Helen Nussbaum, ICN General Secretary, is undertaking an extensive 
tour early in the New Year. She has accepted pressing invitations from National 
Nurses Associations in Nigeria and South Africa, and has been able to arrange to 
visit also the Associations in Liberia, Ghana and Northern Rhodesia, end will spend 
a few days in Sierra Leone, where a National Associate Representative has been 
appointed. 


The preliminary plans indicate that she should be in Sierra Leone from January 
4-7, in Liberia from January 8-11, in Ghana from January 12-19, in Nigeria from 
January 20-31 and in South Africa from February 1 until her return to London via 
Northern Rhodesia toward the end of February. 


Miss Nussbaum is greatly looking forward to this opportunity of meeting the 
nurses in so many different parts of Africa, and will be able to discuss the projects 
and trends in professional organisation as well as special problems confronting each 
Association. 


ICN ECONOMIC CONSULTANT 


Miss Sheila Quinn’s first visit in her capacity as ICN Economic Consultant was 
to Jamaica where she has recently spent three weeks. During an exceedingly full 
programme, Miss Quinn enjoyed several nursing school prize-giving ceremonies, 
met many groups of nurses and addressed a number of meetings. She spoke particu- 
larly of the value of a strong and united nurses association when important 
discussions on salaries and conditions of service are in progress. Also that such 
negotiations require properly constituted machinery through which both employing 
authorities and nurses should be equally represented. Of the 24 hospitals on the 
island, Miss Quinn was able to visit 18, and thus met many nurses and student nurses 
ijn the environment of their professional work. (See also photographs facing page 18.) 


ICN EDUCATION COMMITTEE 


Nursing Education was a much discussed topic at the ICN Congress in Australia, 
especially the intepretation of the term ‘ generalised’ as applied to basic nursing 
education. The Nursing Education Committee, meeting at ICN House, London, 
from November 1-4, therefore spent considerable time on this matter and discussed 
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various ways of studying and clarifying the position before the Board of Directors 
meeting in 1963. ) 


Publications which would be of particular value in countries where nursing 
education was still not fully developed were also considered, and the recent WHO 
booklet Basic Nursing Education Programmes—A Guide to their Planning was recom- 
mended, preferably for use with the ICN Basic Nursing Education—Principles and 
Practices. 


Measures to develop closer relationships between the ICN Education Division 
and other international, regional or national groups concerned with nursing education 
were considered ; also co-operation with WHO and the League of Red Cross Societies, 
particularly in connection with the preparation of a glossary of professional terms 
for use internationally. 


The Committee members present were Miss Flora C. Cameron, New Zealand, 
(Chairman); Miss Majsa Andrell, Sweden; Miss Helen Carpenter, Canada; Miss 
B. Fawkes, United Kingdom; and Mile. Jane Martin, France. Mademoiselle 
Clamageran, President, was also present; Miss Eli Magnussen of Denmark, Chairman 
of the ICN Membership Committee, joined the meeting for one day in order to 
discuss matters relevant to the work of both Committees; and Miss Lyle Creelman, 
Chief, WHO Nursing Section, and Miss Yvonne Hentsch, Director of the Nursing , 
Bureaux, League of Red Cross Societies, attended as observers. 


DIRECTOR, NURSING SERVICE DIVISION 

Miss Frances Beck, Director, Nursing Service Division, is concluding her South 
East Asia tour by attending the Regional Seminar on Nursing in Kandy, Ceylon. 
Enthusiastic and interesting reports and press cuttings have already been received 
from Singapore, Hong Kong and Bangkok. On arrival in Singapore, Miss Beck 
was warmly welcomed and spoke to a ‘ full house’ of members of the National 
Nurses Association; her talk was very well received. Subsequently she took the chair 
at a discussion on Comprehensive Training, when representatives of the government, 
military and civil services were present, together with nurse administrators and 
tutors. Miss Beck also gave a radio interview at which questions were put to her 
about her experience of nursing service in Britain and the West Indies, and her 
observations on nursing during her visits to many other countries. 


In Hong Kong Miss Beck lectured on the Progress of Nursing Service and 
Education in Recent Years at Hong Kong Sanatorium and Hospital. The Chairman 
of the Nurses and Midwives Association, Miss H. W. Chan, acted as interpreter and 
200 nurses were present. She was able to enjoy the beautiful decorations specially 
prepared for the visit of Princess Alexandra and writes of the colourful welcome 
she herself received from the nurses and the wonderful opportunities for sight-seeing 
included in her busy programme. 


We shall look forward to publishing news of Miss Beck’s tour in the next issue 
of the Review, following her return to London on December 7. 


NATIONAL REPORTS, 1961 


The 1961 edition of the National Reports of ICN Member Associations will be 
available in December from ICN House. This new edition of 100 pages includes, 
for the first time, Reports from National Nurses Associations in Burma, Ethiopia, 
Haiti, Iran, Liberia, Malaya, Panama, Taiwan (Republic of China) and Thailand. 


The material received from the 41 Associations provides an immense amount 
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of information on the structure and organisation of professional nurses associations 
in vastly differing parts of the world; on the numbers of nurses in various categories; 
of measures in use for their economic and social welfare; 2ducational courses available 
for qualified nurses in universities and other centres, in addition to many other 
facts. Detailed curricula of basic training programmes are no longer included (they 
are available from the registration authority in most countries); instead a wider 
outline of trends and developments within the profession is given, and information on 
the employment and preparation of auxiliary staff. 


Mademoiselle Clamageran of France, ICN President, has said in her Foreword 
that it was a great task to collect the information from which this summary of facts 
has been selected. Care is needed, however, in the interpretation, for not only do 
definitions vary from country to country, but synonymous terms may be given several 
different interpretations. 


Order from ICN House, price 12s. 6d. (sterling) or U.S. $1.75. 


(A few remainder copies of the 1957 edition are available at the reduced rate of 5s. Od. (sterling) 
or U.S. $00.75.) 





Denmark’s Nurse of the Year 


* The Nurse of the Year . . .’ Maria Madsen announced, while 360 participants 
in the celebration held their breath, ‘is Elly Nielsen, head nurse, the infirmary at 
Sundholm ’. Great applause greeted Miss Nielsen while a cheque for Danish kr. 
5.000.—(£250) and a bouquet of red and white carnations were presented to her 


By choosing Elly Nielsen, Miss Madsen went on, the Danish Council of Nurses 
had wished to call attention to general nursing executed in an unusual environment 
which in a special way requires the psychical support a nurse can offer her patients. 
Neither of worldwide nor nationwide fame, her contribution had been made by 
stealth, but in such an efficient and unselfish way that all her colleagues realised that 
here was offered something special. 


In her speech of thanks, Elly Nielsen stressed that the work at Sundholm (for 
able-bodied destitute persons, many being alcoholics) is neither dull nor joyless. 
‘ Although our patients are bitter, they, like other men, are susceptible to kindness. 
Besides nursing care, we should like to give them some feeling of security and, if 
possible, make them believe that the community has also a place for them.’ 


Contributing to the festivity of the occasion was the presence of Helen Nussbaum, 
General Secretary of the ICN, on her first visit to the Danish nurses. She was the 
principal speaker and had been invited to take as her subject Js the Cap still a Symbol? 
also to refer to the question as to whether an ethical or moral code had been replaced 
by the legislation implemented in most countries during the last few decades. 


* If the ethical code is a moral, personal necessity, a code of honour and integrity,’ 
said Miss Nussbaum, ‘ nursing legislation has become a necessity, not only in view of 
protecting the legal position of nurses, but of affirming the profession within its 
rights, of ensuring its development and of promoting the status of nurses on a national 
level, in addition to safeguarding the public. 


‘ A legal act should not replace a pledge. Both have their value in the modern 
world.’ (See also page 42.) 
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INI ERNATIONAL CODE OF NURSING ETHICS | 


Professional nurses minister to the sick, assume responsibility for 
creating a physical, social and spiritual environment which will be conducive 
to recovery, and stress the prevention of illness and promotion of health by 
teaching and example. They render health-service to the individual, the 
family, and the community and co-ordinate their services with members of 
other health professions. 

Service to mankind is the primary function of nurses and the reason for 
the existence of the nursing profession. Need for nursing service is universal. 
Professional nursing service is therefore unrestricted by consideration of 
nationality, race, creed, colour, politics or social status. 

Inherent in the code is the fundamental concept that the nurse believes 
in the essential freedoms of mankind and in the preservation of human life. 

The profession recognises that an international code cannot cover in 
detail all the activities and relationships of nurses, some of which are 
conditioned by personal philosophies and beliefs. 

1. The fundamental responsibility of the nurse is threefold: to conserve 
life, to alleviate suffering and to promote health. 

2. The nurse must maintain at all times the highest standards of nursing 
care and of professional conduct. 

3. The nurse must not only be well prepared to practise, but must 

maintain her knowledge and skill at a consistently high level. 

The religious beliefs of a patient must be respected. 

Nurses hold in confidence all personal information entrusted to them. 
A nurse recognises not only the responsibilities but the limitations of her 
or his professional functions; recommends or gives medical treatment 
without medical orders only in emergencies and reports such action to 
a physician at the earliest possible moment. 

7. The nurse is under an obligation to carry out the physician’s orders 
intelligently and loyally and to refuse to participate in unethical 
procedures. 

8. The nurse sustains confidence in the physician and other members of 
the health team ; incompetence or unethical conduct of associates should 
be exposed but only to the proper authority. 

9. A nurse is entitled to just remuneration and accepts only such compen- 
sation as the contract, actual or implied, provides. 

10. Nurses do not permit their names to be used in connection with the 
advertisement of products or with any other forms of self advertisement. 

11. The nurse co-operates with and maintains harmonious relationships 
with members of other professions and with her or his nursing colleagues. 

12. The nurse in private life adheres to standards of personal ethics which 
reflect credit upon the profession. 

13. In personal conduct nurses should not knowingly disregard the accepted 
patterns of behaviour of the community in which they live and work. 

14. A nurse should participate and share responsibility with other citizens 
and other health professions in promoting efforts to meet the health 
needs of the public—local, state, national and international. 


NAYS 


Adopted by the Grand Council of the International Council of Nurses, 1953 
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Deople, Dlaces and Projects 


SIXTIETH ANNIVERSARY, R.V.C.N. 


The Royal Victorian College of Nursing, the Victorian Branch of the Royal 
Australian Nursing Federation, has celebrated its first sixty years of service. It was 
a cause for special rejoicing that the Twelfth Quadrennial Congress of the ICN had 
been held in the State of Victoria, the second State Association to be established 
in Australia, in this its anniversary year. 


Characteristic of the concern of the Royal Victorian College for effective service 
to the community as well as to nurses and nursing, the main event of the Anniversary 
Celebrations was a two-day Symposium to study the burning problem of Nursing 
Shortage in Relation to the Community. This was a most successful event, opened by 
the Minister of Health, and presided over by the newly elected R.V.C.N. President, 
Miss E. Hughes-Jones, 0.B.£. Subsequent sessions of the symposium dealt with 
related problems in public health and psychiatric nursing, and Mrs. Yvonne 
Jayawardena, Director of the National Nursing Education Division, gave an address 
on Possible Solutions. 


The conclusion was a dramatic and moving pageant as told by a young Victorian 
nurse turning the pages of the State Nursing Journal. The success of ‘UNA 
Dramatis ’ was assured by the great care which went into its planning: sixty nurses 
and students from hospitals were auditioned, and eighteen were chosen; with 
tremendous enthusiasm costumes and props were supplied and constant rehearsals 
faithfully attended. 


‘UNA’ is the Victorian nursing journal which has told the story of nursing in 
the State since 1903. The title was chosen from ‘the gentle Una’ of the Faerie Queene 
—the ‘embodiment of gentle devoted womanhood’. (The same figure has been 
chosen for ‘ Fortitude’ in the American Red Cross Headquarters at Washington 
and for the stained glass windows to the Women of the South who gave so much 
service in the American Civil War.) 


GOODWILL TO THAILAND 


The Royal Victorian College of Nursing also announces with pleasure that one 
of its members, Miss Nancy Parkinson, has been selected to undertake a goodwill 
mission to Thailand. The Victorian Branch of the Australian-Asian Association 
inspired the project and arrangments are being made with the authority of the Thai 
Government. Miss Parkinson, a graduate of the Royal Children’s Hospital, Mel- 
bourne, is at present on the staff of the Royal Women’s Hospital. She has travelled 
extensively and visited many countries including New Hebrides, Lapland, Sweden, 
Germany and the United Kingdom. 
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CHIEF NURSE, SCOTLAND 


Miss Margaret Macnaughton, formerly matron of Stracathro Hospital, Brechin, 
Angus, has taken up her appointment as Chief Nursing Officer, Department of 
Health for Scotland in succession to Miss M. O. Robinson, c.B.E., who has retired. 
Miss Macnaughton has been a member of the General Nursing Council for Scotland, 
and has served on the Nurses and Midwives Whitley Council for 11 years. 


UNIVERSITY OF EDINBURGH 


An honorary degree of Master of Arts has been conferred by the University of 
Edinburgh upon Miss Elsie Stephenson, S.R.N., S.C.M., R.F.N., H.V.CERT., Director of 
the Nursing Studies Unit in the University since 1956. The Discussion Group 
formed last year by the Nursing Studies Unit, is again holding a series of meetings 
from October—May 1962. The theme of the session will be Tradition and Transition 
and the group will again be open to any members of the medical, nursing and social 
services who are interested. The Nursing Studies Unit is also arranging two Research 
Weekends, on the following themes: What is Research, The Techniques and Application 
and The Nurse and Clinical Research. The principal speaker will be Professor K. W. 
Donald, Professor of Medicine at the University of Edinburgh. 


WORLD MEDICAL JOURNAL — ON NURSING* 


In the September issue of the World Medical Journal, the Secretary General of 
the World Medical Association writes: ‘ The present number of the World Medical 
Journal is a reminder that the World Medical Association and its member national 
associations are not alone in their objectives and programmes. Responsible and 
independent professions are important to the vigour and well-being of a country... . 
When such professions as nursing and medicine participate so closely as to be inter- 
dependent and complimentary in the service of the patient and the community, 
there is a special obligation on each to study and understand the other ’. 


Against this background, one welcomes and reads with the greatest interest the - 


articles contained in the Journal. Certainly the readers of the International Nursing 
Review cannot but be anxious to read articles with such questioning titles as ‘ What 
does the physician expect of the nurse? ’, ‘ What does the nurse expect of the doctor? ’, 
* What does the nurse think of the doctor?’; these are followed by a number of 
shorter comments on the doctor-nurse relationship. 


The authors represent a wide range of geographical and cultural backgrounds, 
writing from Australia, Belgium, Brazil, Great Britain, France, Germany, Guatemala, 
Japan, Spain, and U.S.A. The thoughts and views expressed are most stimulating 
and should not be missed. 


Two of the authors best known to readers of the International Nursing Review 
are Miss Daisy Bridges and Mlle. Jane Martin, and readers will appreciate the fact 
that the articles are published in full in three languages, English, French, and Spanish, 
and can thus be enjoyed all over the world. 


*World Medical Journal, Volume 8, No. 5. September 1961. 
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NEW HEADQUARTERS 


of the Trained Nurses Association of India 


A very happy function took place in New Delhi on September 30, when the new 
TNAI Headquarters was opened by Shrimati Indira Gandhi, daughter of Prime 
Minister Nehru. For weeks beforehand everyone concerned had been working to 
have everything ready for the great day, and the buildings and grounds were a delight. 


The building is in a new residential development on the outskirts of New Delhi. 
The famous Qutab Minar lies to the south and New Delhi to the north, and the area 
itself is surrounded by some of the magnificent old tombs which are such well-known 
monuments to Delhi’s ancient past. The view from the roof of the headquarters 
in the early morning and late evening offers a wealth of beauty to delight the heart. 


The architecture of the building is of classic simplicity, emphasised by the soft 
grey colour of the concrete and trellis work (jali) which is contrasted with rose-red 
brickwork. On the ground floor is the Council room and a lobby. A jali-enclosed 
area surrounds the cantilever stairs, which are a feature of the building. On the 
first floor are five offices and a large records room; on the roof a small portico gives 
protection from sun and rain. There are also several flats for staff. In comparison 
with the old offices, which become more and more cramped as the work of the TNAI 
developed, Lakshmi Devi and Miss Dorabji find the spaciousness of the building very 
pleasant and their work much easier. 


For the opening ceremony, members of the Association came to Delhi from many 
distant parts of the country, and the headquarters staff were pleased and astonished 
by the delight they showed in their new house. Over 700 guests were present including 
representatives of the United Kingdom High Commission, the Ambassador of Burma, 
the Minister for Health, doctors and many other friends of the nursing profession. The 
Student Nurses Association provided a guard of honour, TNAI members were ushers, 
and the reception committee was composed of members of the TNAI Council. 


After the President, Miss E. Paull, had given a brief history of the Association, 
the Minister for Health, Shri D. P. Karmarker, offered his support in promoting the 
interests of the TNAI. Shrimati Indira Gandhi was warmly greeted when she rose 
to speak, and deputised charmingly for her father, who at the last minute was prevented 
from officiating. She spoke of the idealism of service that could be channelled through 
nursing in service to the public. She urged nurses to show dedication in their work 
and to place the aims of service at a high level. (See pictures facing page 2.) 
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Extracts from the new Book* 


PEOPLE IN HOSPITAL 


' HIS BOOK discusses some of the human problems and points of tension in 

general hospitals. It is based on the findings of the International Study of 
Psychological Problems in General Hospitals, sponsored jointly by the World 
Federation for Mental Health, International Council of Nurses and International 
Hospital Federation. 


“ The book is not a research report. Neither is it a set of golden rules on how 
hospitals should be run and how staff should conduct themselves. It is directed 
to the general reader, to the person whose work brings him into close and daily 
contact with the human problems of patients and staff in the general hospital. 


From the Outside (Chapter /) 


People work in general hospitals because they want to, they go as patients 
because they must. 


Hospitals contain and cope with the disorder and distress of illness which the 
community itself cannot tolerate. 


The reality of the purpose of the hospital becomes distorted by the idealised 
expectations of those who use them. It is this conflict between the reality of what 
the hospital provides and people’s expectations of what it provides, or should 
provide, which seems to generate the human problems of patients and staff in their 
interaction with each other. 


Becoming a Patient (Chapter 2) 


It was recognised that the beginning of hospitalisation is an important time 
for patients. It is here they first come up against the realities of hospital life. 


The most common worries during the admission period are those caused by 
separation from known faces and places on entering a strange environment..._ 
Study groups found that a patient could pass through a dozen hands or even more 
before he reached his bed in the ward. His care becomes fragmented and shared 
out from the beginning and continues to be so throughout his stay. 


Doctors and Patients (Chapter 3) 

Several study groups make special mention of the intense importance of the 
doctor’s appearance in the ward. He becomes the most important person in the 
patient’s life at this time and his visit the highspot of the day, to patients and to the 
rest of the clinical team. 

The doctor may be a god when the patient is very ill, by the time the patient 
is better the doctor has become a mere man. But as one patient leaves hospital 
another takes his place. The continual presence of acute anxiety and depression 
among patients has to be borne by the staff. If they themselves become anxious 
or depressed they would be useless to patients. 


Nurse . . . Quick! (Chapter 4) 
Doctors appear in the wards at certain times and for certain well-defined 
*PEOPLE IN HospiTAL by Elizabeth Barnes, Macmillan, London. 151 pp. 12s. 6d. (See also page 12). 
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purposes; nurses are there all the time. 


The nurse is the central figure in the psychological interaction of patients and 
staff. She is always on the same site as the patient and becomes involved with all 
aspects of his care, medical, social and emotional. Nurses, therefore, find their 
interest and loyalties pulling in several, often seemingly opposing directions. 


The chief danger to the nurse in the pull towards medicine, however, was 
thought to be not the possibility of conflict with the doctors so much as a tendency 
to adopt the hospital doctor’s detachment in dealing with patients. 


The nurse who wants to continue to give direct nursing care to patients, has, 
in the existing organisation of hospital nursing, little opportunity to rise in her 
profession, in contrast to a doctor who can rise in his profession simply by con- 
tinuing to concern himself exclusively with medical care. 


A study of nursing attitudes presented for discussion in one study group showed 
that nurses whose primary motivation is towards direct nursing care tend to leave 
the profession after training, whereas those whose primary motivation is administra- 
tion and management tend to stay. 


The Patients come First (Chapter 5) 


The first and overriding problem in hospital—all study groups agree—is 
communication. 


The bigger the hospital, the more rigid the division of work, the poorer the 
relations between individual staff groups, unless there is a conscious move towards 
better communication. Who is to initiate this move? 


Visitors (Chapter 10) 


The hospital communicates its attitude, unwilling perhaps but none-the-less 
unmistakably, to those members of the community who happen to have a current, 
personal interest in its activities, by ‘ allowing’ them the privilege of a limited in- 
trusion on its affairs, usually on certain days and at certain times. 


When the parent is in hospital for a long time, he or she becomes a stranger to 
the young children on return home. The separation can give rise to far-reaching 
family disturbance which the hospital has helped to foster. 


Another example of illogicality is that whatever rules a hospital makes about 
visiting, the on-the-spot interpretation of the rules often depends on the nurse in 
charge of the ward at the time. As the central figure in the interaction, she can be 
drawn into a three-way conflict identifying either with the needs of the patient or of 
his visitors or with the rules of the hospital. 


Going Home (Chapter 11) 


Some of the advantages and snags of providing a home care service were dis- 
cussed by the,expert group. It emerged that home care must be regarded essentially 
as an extension of, not a substitute for, hospital care. 

* * * 


The material for the last three chapters (Old People; Visitors; Going Home); 
has been taken mainly from the discussions of the group representatives and the 
expert group. Almost the last remark to be made at the latter’s meeting was: 

‘ The hospital which today does not regard itself as part 
of the community is really falling down on its job.’ 
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Some Notes on being International 


By ELIZABETH BARNES, S.R.N. 


Miss BARNES was co-ordinator of the International Study of 

Psychological Problems in General Hospitals, sponsored by the 

International Council of Nurses, International Hospital Federation 
and World Federation for Mental Health 


HERE is more to a study than its final report, just as there is more to a hospital 
than the report it puts out annually of admissions and discharges. The ‘ by- 
products and hidden assets ’. being less easy to spot and evaluate, tend to get left out. 


{ should like to try to describe just one by-product of this study*—what 
happened to one English nurse, happily and exclusively involved in the nursing affairs 
of her own country, and a complete newcomer to international work, when she 
became co-ordinator of an international and inter-professional venture, the like of 
which had never been attempted before. Her job was to watch over the fortunes of 
a number of voluntary, inter-professional study groups in Europe and North America 
who were taking a look at the human problems of patients and staff in their own 
hospitals. Most of her time was spent in exchanging information by individual 
correspondence and news bulletins and in visiting the groups to learn at first hand 
what were the common, current problems and what were the problems of studying 
them. 


The first thing she had to learn was that there were other people besides nurses 
in hospital. People who do not view things through nursing eyes, who have different 
functions and objectives and whose problems are just as pressing. She found, too— 
and this was perhaps particularly hard—that England and English hospitals do not 
have the monopoly of all that is best in hospital tradition. This belief may have had 
some justification following the reforms of a hundred years ago (although we have 
our doubts on this too), but the medical, nursing and hospital world has moved on . 
since then. Each country has a lot to teach, and a lot to learn from every other 
country. 


No Frontiers 


Medical science, because it is a science, has always depended on international 
exchange of information. Disease knows no frontiers, geographical or political. 
Nursing, too, has a universal and eternal quality. Sick people have always needed 
nursing care and always will. But it is only during this century that we have seen the 
great move of the people who practise medicine and nursing, in all their variety and 
speciality, and the administrators who provide the setting in which they practise, 
banding together internationally. Each‘ helping ’ profession now has its international 
organisation. 


We have also seen another move. The professions working in the same situation 
have begun to take an inter-professional view of their work; trying to define the limits 
and scope of their individual jobs and to discover how each must dovetail into the 


*Barnes, Elizabeth, People In Hospital, Macmillan, London, 1961. 
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other to form an efficient whole. These two concurrent moves affect us all wherever 
we work, in the local, national or international setting. 


The present author, as a newcomer, had to begin to think internationally and 
interprofessionally. In some ways, international thinking came easier than interpro- 
fessional. During visits to study groups she found a natural and spontaneous affinity 
with the nurses of other countries. One delightful example of this was a discussion 
with a group, none of whose members knew she was a nurse. At first, a certain 
coldness from the nurse-members dominated and stultified the exchange—until, with 
some qualms, she began talking about problems in hospitals which only nurses 
know about. Gradually it dawned on the nurses, ‘She’s a nurse, one of us!’ A strong 
warm current blew away the coldness and gave the nurse-members the impetus to 
put forward their point of view in the presence of one they felt to be an ally. 


Free to Talk 


This brings in another important aspect of interprofessional relations during the 
study. Had the co-ordinator been a doctor or a hospital administrator she would, 
no doubt, have been put into a stronger and more formal position of authority by the 
groups. Had she been a psychiatrist or psychologist she would have been seen as an 
expert in human problems, or, worse still, as someone who could ‘ see through’ 
people. In neither case would it have been possible, on a short visit when contact 
had to be established immediately, to have the informal exchange of views which the 
study aimed to encourage. But as a nurse, she could, as one psychiatrist pointed out, 
‘go into any hospital or discussion group without being a threat to anyone’. People, 
as all of us who are nurses soon discover, feel free to talk to nurses and tell them things 
they would never tell anyone else at a first meeting. 


These were some of the elementary and general issues affecting communication 
during the study. In international work, however, there are a number of more 
specific ones. Firstly, that of language itself. The two languages used were French 
and English. Much of the correspondence and conversation had tc be carried on 
in a language foreign to either one party or the other or to both. For example, with 
groups in Scandinavia and Germany, English was used,in France it-was French, and 
in Italy and Spain also. This had several results, not all of which were those one 
might expect. It provided an easy opening to a first discussion—nearly every one 
began with the topic of language and the meaning of words. Here it must be noted 
that the biggest misunderstanding due to language did not arise in the non-English- 
speaking groups. Americans, Canadians and English—and Scots!—because they 
use the same language, assume that they use it in the same way. So one tends to 
become a little careless in conversation. Whereas an English-speaker talking to a 
German or a Dane, or an Italian and a Briton both speaking in French, choose words 
with greater care and are always on the look out for possible misunderstandings. 


The co-ordinator’s sluggish English tongue grappling with the subtleties of French, 
and her complete ignorance of any other language, had another more important 
advantage. This was to help disprove a disquieting mental picture that many people 
seemed to have formed of her before a meeting. The background to this picture 
was coloured by the meanings attached to such words as international and psychological, 
contained in the title of the study. An international project can be seen as a vast and 
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somewhat vague undertaking, far away from the interests, needs and understanding 
of the individual or group in the local setting. The fact that anything international 
can only be as good as individuals in different countries care to make it is lost in this 
illusion. The word, psychological, carries emotional undertones which make it 
almost impossible for even two people speaking the same native language to arrive 
at a mutually accepted definition. Having had some difficulty in interpreting these 
two words in the title, the reader’s eye seemed to boggle at the next two, general 
hospitals. So, to the co-ordinator’s surprise, she found that many people at first 
thought the study was concerned with psychiatry and mental hospitals. 


Not a Forbidding Expert 


If international and psychological are open to misinterpretation when read 
separately, when misunderstood together they add up to something formidable indeed. 
And the person co-ordinating such a project must be treated with some caution. 
Here was another hurdle in international work which this newcomer had to bestride. 
Whether one likes it or not, when one comes from an international organisation one 
is automatically seen by the /ocals as an expert. And quite often one is forced into 
the position of seeming to be so, even though one knows perfectly well one is not. 
It is a question of meeting the expectations of others. Having recognised this pheno- 
menon, the co-ordinator always attempted to turn the tables. It seemed to her that 
in this case it was the /ocals who were the experts, she was merely an observe: and 
reporter. On every first visit to a study group she found that, having come from not 
one but three international organisations, people expected her to be a top international 
expert, a linguist and a sort of reincarnated Florence Nightingale at her most forbid- 
ding. When they discovered she was just a nurse with very little knowledge of the 
hospitals of any country but her own, things suddenly became very much easier for 
everyone. 


The most important lesson this newcomer to international work learned, therefore, 
is something of a paradox. The work goes better when one does not become misled 
by the early expectations and beliefs of those in the local setting. The more they see 
the international visitor as an expert with all the answers, the less they value their. 
own knowledge, experience and judgment. Thus, it seems essential in international 
work which, in this case, was also interprofessional, to retain one’s own identity, 
nationally and professionally. By so doing one helps to retain and learns to respect 
the identity of those in the local setting. 


It would be tragic indeed if we allowed a hierarchy to take hold and assumed 
that the internationals were at the top and knew everything, the nationals were in 
the middle and knew some things and the /ocals were at the bottom and knew nothing. 


London, November 1961. 
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Mental Health Congress, Paris 


Olga Weiss* reports 


OME 1,400 persons, representing 55 countries, attended the Sixth International 
Congress on Mental Health held in the Sorbonne, Paris, from August 30 to 
September 5. 


The official languages of the congress were French, German, Spanish, and 
English, and simultaneous translation with transistor head sets was available at the 
plenary sessions, which were held mornings and evenings. The afternoons were spent 
in 17 technical sessions, at which more than 200 brief papers were read; although 
simultaneous translation was not available at these meetings, most speeches were 
given in French or English, followed by translation if the group requested it. 


At the annual business meeting of the World Federation for Mental Health, 
Professor A. C. Pacheco de Silva, of Brazil, handed over the presidency to Dr. George 
S. Stevenson. Newly elected vice-president for 1961-62 is Dr. Phon Sangsingkeo, 
deputy director of Health Services, Thailand. He will automatically become president 
of WFMH in 1962. Four members of the board who retired after four years of service 
were Prof. W. von Baeyer, Germany; Dr. B. Caravedo, Peru; Dr. H. Moross, South 
Africa; and Eileen Younghusband, United Kingdom. Elected to succeed them were: 
Robina Addis, psychiatric social worker, United Kingdom; Pierre Jean, public 
health administrator, France; Prof. Waldo S. Perfecto, Professor of Education, 
Philippines; and Dr. Claude Veil, industrial psychiatrist, France. 


Dr. John R. Rees, director of the Federation since 1949, retired at this meeting, 
but will remain for a year as full-time consultant. Appointed as director is Dr. 
Francois Cloutier, Canada, who will take office in January 1962. 


Miss Esther M. Thornton, United Kingdom, will continue as secretary-general 
and Dr. Kenneth Soddy, United Kingdom, as scientific adviser. 


The next annual meeting will be held August 1962 in Lima, Peru, and the 1963 
meeting is planned for Europe. 


World Mental Health Year 


The general and technical meetings were well planned and diverse. In addition 
to these, and to visits to selected psychiatric agencies, there were special meeetings 
of music therapists and other groups. At meetings devoted to reports on World 
Mental Health Year it was most encouraging to learn of the activities in all parts of 
the world; the group agreed that the exchange of project ideas, the picking up of some 
of these ideas by other countries, and the general interchange of information was 
hopeful and helpful. As an example of this exchange: the booklet Pierre the Pelican, 
prepared by Lloyd W. Rowland of the Louisiana Association for Mental Health 
was picked up by the Berlin association, and with only slight changes, used success- 
fully as an aid to parents. Instruction by radio of the principles in the booklet has 
further extended this method of teaching in the field of spiritual and mental health, 
and has had influence far beyond Berlin. 


The report, First World Mental Health Year—A Record, lists many other such 
exchanges, and it was encouraging to read of a number of American projects in which 
State leagues for nursing were involved and references in Nursing Outlook were listed. 


* Miss Weiss is Associate Editor, Nursing Outlook (U.S.A.) and author of Attitudes in Psychiatric 
Nursing Care. 
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Impetus from Nurses 


I visited 2 private hospitals, and was greatly impressed with the enthusiasm, and 
experimentation in methods of treatment I observed. I was impressed with the close 
relationships maintained with the community, the lack of restraints of any sort, and 
the accepted method of continuing the patient’s normal pattern of life in living and 
recreational arrangements. The nurses in those hospitals I visited were specially 
trained, but I had little opportunity to visit with them individually. I had the impres- 
sion that they do not get as personally involved with much of the therapeutic activities 
as do other workers, but my visits were too brief for me to feel this should be a general 
statement. 

It was most satisfying to learn that at least 15 nurses attended the congress, 
most of them quite independently. Miss Helen Nussbaum, general secretary of the 
International Council of Nurses was present and it was my pleasure to introduce her 
to Dr. Stevenson, and to hear him tell her that it was through the nursing organisations 
in the United States that World Mental Health Year received its greatest publicity 
and impetus there. Miss Nussbaum expressed great interest in a closer working 
relationship with WFMH and was hopeful that through the ICN more nurses could 
learn of the World Federation for Mental Health and its programme. 

The nurses present came from Belgium, France, Israel, Canada, England, the 
United States and Switzerland. 

This was one of the best WFMH meetings I have attended and from what the 
participants said, others thought so too. There is a need for nursing to know more 
about the Federation’s activities, and to be made aware of reports and information 
available through the offices in London at 19 Manchester Square, W.10. 
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Notes 


THE ROLE OF THE NURSE IN MENTAL HEALTH PRACTICE 


There is a pitifully small number of qualified nurses practising in psychiatric 
services in Europe. Accordiag to a recent WHO survey, the proportion of psychiatric 
nurses to the total population ranges from 1 to 365,000 in Austria, to 1 to 1,060 
in Ireland. At the same time nearly all countries in Europe show equally alarming 
statistics in the number of patients requiring psychiatric treatment. Half of all 
hospital beds are occupied by patients suffering from mental or nervous disorders. 
In most European countries, one in every 250 of the population is receiving in-patient 
psychiatric care, and roughly one person in 20 can expect, at some time or other, to 
be afflicted with some sort of mental trouble. 


Recent progress in psychiatric treatment has brought to nurses a new and more 
technical role. In the past, psychiatric nurses were occupied almost exclusively with 
the custody and supervision of patients. Nowadays, with open-door hospitals, active 
treatment of patients, early and brief hospitalisation, extension of mental health 
services into the community, a new role awaits the psychiatric nurse, both inside and 
outside the hospital. 


The role of the nurse in modern mental health practice was studied in November 
by a Technical Conference called together in Copenhagen by the Regional Office for 
Europe of the World Health Organization. There were 15 participants, from Belgium, 
Denmark, France, the Netherlands, Sweden, Switzerland. the United Kingdom and 
the USSR. The opening session was presided over by Dr. Esther Ammundsen, 
Director-General of Health, Denmark. The main topics discussed were: psychiatric 
practice; attitudes affecting the nurse’s role in psychiatric nursing care; research in 
psychiatric nursing, and its relevance to psychiatric nursing administration and 
education; nursing education; specific techniques for the study of the role of the 
nurse. 


PROGRESS AGAINST MALARIA 


Malaria is still the world’s greatest single cause of disablement and the world’s 
costliest disease, Dr. Carlos A. Alvarado, WHO Director of Malaria Eradication 
stated recently. Causing over one million deaths a year, malaria is still a strong brake 
on social and economic development in many countries in the tropics and sub- 
tropics. For the developing countries to realise their potential, the untold suffering 
and premature deaths inflicted by this ancient disease must be stopped. The malaria 


campaign, launched in 1955 by the World Health Organisation, has been moving 
towards this goal. 


According to available statistics, out of a total population of 1,381 million 
people at risk, 305 million in 39 countries now live in areas reported free of malaria. 
The number of countries that succeed in banishing malaria is increasing year by year. 
However, there are still 318 million people living in malarious areas in 73 countries 
and territories which are not covered by malaria eradication programmes. 


Reviewing progress during 1961, Dr. Alvarado said: 


In the Americas, sufficient advance has been achieved for spraying operations 
to be interrupted in wide areas. In Mexico, for example, spraying teams were 
withdrawn during 1961 from areas with a total population of 15 million (that 
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is, 80% of the population in the originally malarious areas). 
In Europe, the remaining malaria-infected countries should achieve the 
complete interruption of the transmission of malaria by 1962. 
In the Eastern Mediterranean Region of WHO, spraying has now been 
interrupted in a number of countries in areas inhabited by 60-85% of the 
population originally at risk. Nomadism and insecticide resistance present 
problems which are being actively investigated. But 34 million people are still 
living in areas where there is no eradication programme. 
In the South East Asia Region, good progress is reported particularly from 
Burma, Ceylon and India. The Indian Government’s eradication programme 
covers a population of some 400 million people. 
In the Western Pacific Region, full eradication programmes are going ahead 
in North Borneo and Sarawak, and it has been possible to stop spraying in some 
areas. Taiwan is rapidly moving towards complete eradication. 
In the African Region, eradication has been almost achieved in the Republic 
of South Africa. Eradication programmes are in operation in Swaziland, 
Mauritius and Zanzibar. Developments may now be expected in the rest of the 
region also, where 149 million people are living under the threat of malaria. 
Work now proceeding is creating the necessary conditions and facilities for 
full-scale eradication programmes to be undertaken in due course. 
The picture for 1961 is one of overall progress, Dr. Alvarado concluded, and despite 
some setbacks and shortcomings, it is clear that, with determination malaria can be 
made to disappear. 

WHO has just published an excellent and interesting extra issue of World Health 
on the subject of MALARIA, obtainable in English, French, Portuguese, Russian and 
Spanish, from Geneva or local agents, price U.S. $0.30 


SPECIAL STAMP ISSUES 


To stimulate public interest in the greatest single public health programme ever 
undertaken in the world, many governments are planning a MALARIA stamp in 
1962. About 60 governments and territories have already indicated that they plan 
to take part. Watch for them in your own country. 

The U.S.A. has just issued a NURSING stamp. This features a young woman who 
has finished her preliminary period lighting the traditional candle—symbolising her 
dedication to nursing. 





AMERICAN ASSOCIATION 
OF INDUSTRIAL NURSES 
JOURNAL 


is published monthly for all those engaged in the growing field of medical 
services in industry. Its contents reflect the specific educational and 
informational needs of both the service and its practitioners—on the job 
and in the community. Subscription $7.50 per year .. . sample copy 
available on request to... 


AMERICAN ASSOCIATION OF INDUSTRIAL NURSES, INC. 
170 EAST 6lst STREET, NEW YORK, 21, N.Y. 
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Miss Sheila Quinn congratulates one of the 
successful student nurses at the graduation 
ceremony at Kingston Public Hospital. (See 
also page 3). 
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Miss Frances Beck with three members of the 
Singapore Trained Nurses Association before 
the discussion on Nurse Training. (See also 
page 4). 


Miss Beck, right, with Miss McLarty (WHO 
nurse), centre, and Mrs. Wong, President, 
S.T.N.A. 
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At Home in the Arctic Circle 


AULI SAARILAHTI 
Matron, Lapland Children’s Hospital, Rovaniemi, Finland 


HE Finnish province of Lapland covers the northernmost part of Finland, with 

an area of 100,000 km?, or as much as Holland, Belgium and Switzerland all 
put together. The population figure is 200,000 of whom 35-40% are children. 

The countryside of Lapland is charming at all times of the year and has made 
many a southerner ‘spellbound’ and thus converted him into a resident for the rest 
of his life. In summer-time the night is never dark, the autumn brings a symphony 
of colours to the landscape and during the winter the nights are lit up by the snow and 
the northern lights. 


Rovaniemi, the ‘ capital’ of Lapland, is a town situated in the Arctic Circle on 
the river Kemi. The town is surrounded by a chain of fells among which the mighty 
Ounasvaara, the ‘ mountain of the midnight sun’, is the most outstanding. The 
Lapland Children’s Hospital lies at the foot of the mountain. The hospital, like the 
majority of Finnish hospitals, is owned by rural communes and has a capacity of 
110 beds. It serves the whole of Lapland. 


Transportation of patients can be quite a problem in a district of this kind. They 
may have to travel hundreds of kilometres to reach the hospital, by reindeer, boat, 
car or bus, by air or sometimes by a combination of all the facilities mentioned. 
It may also be necessary to carry the little patient for many kilometres across pathless 
moorland before even reaching the road. 


On the slope of the Ounasvaara, near the hospital, are the staff residences. 
They comprise three six-storey buildings which cannot but catch the visitor’s eye at 
a long distance; this type of hospital staff accommodation is indeed an unexpected 
sight so far in the north. It is the result of co-operative planning between the 
architect, the medical director of the hospital, the matron and the manager and one 
of its outstanding successes is the saving in ‘common space’ such as corridors, 
stairways, etc., in favour of allowing more space for individual kitchens and bathrooms. 
Each house contains from 30-33 apartments, single ones ranging from 20-28 m? and 
family apartments of 48.5 m?*. Each apartment is reached through a private double 
entrance door directly from the stairway and although they do not have private tele- 
phones, but share those located on the stairways, the operator can buzz the individual 
flats and the call can then be received on the common telephone. 


In the basement are a ‘sauna’ (Finnish bath), shower rooms and laundry 
facilities with good space for drying; there is also ample storage space for skis and 
perambulators. Each tenant provides and cares for her own linen, and is responsible 
for cleaning and looking after her flat. At first this was quite a change from the old 
system where the hospital offered all the services; however, it has since proved to be a 
very economical and entirely satisfactory system to all concerned. 

This scheme has shown that housing of hospital staff can be arranged on an 
individual basis, giving more privacy to tenants and better economy to the hospital. 


The staff of the Lapland Children’s Hospital quite agrees with the old saying My 
Home is My Castle. 
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World Congress of Psychiatry 


Family Centred Nursing 


DOREEN WEDDELL 


Abstract of a paper presented at the Panel on Psychiatric Nursing, at 

the Third World Congress of Psychiatry, Montreal, June 1961. 

Miss Weddell is Matron of the Cassel Hospital for Functional 
Nervous Disorders, Richmond, Surrey, England 


N spite of the work carried out in recent years by psycho-analysts, anthropologists, 
and sociologists, in elucidating the inter-relationships of the family, as they are 
seen in the psychic life of the individual, between members of a family, and between 
the family and society, the nurse has remained surprisingly guarded and suspicious 
in her relationship with the family of her patient. Until lately even the paediatric 
nurse tended to feel that parents were a necessary but often irritating adjunct to a 
child’s admission to hospital. Only in recent years has she been able to recognise 
that a child’s tie with his mother is important; to be cherished, rather than broken or 
interfered with. For nurses in a general hospital ward, the family of the patient is 
still often felt only as an added burden with which she has to deal as best she can, 
rather than an essential part of the distressed situation that she must nurse. To the 
psychiatric nurse, the family of the long-stay patient often may hardly exist, and the 
hospital maternity nurse’s need to possess mother and baby is well known. Visiting 
times are too often felt by nurses as just part of the routine, an unwanted intrusion, 
and they are seldom arranged to suit the needs of the patient and family. There 
seem to be few hospitals where the nursing task is shared with the family as members 
of the nursing team. 


The Cassel Hospital is a hospital in the National Health Service of the United | 
Kingdom, for the treatment of neuroses by psychological methods, consisting of 
three medical units, with a consultant psychiatrist, who is also a psycho-analyst, in 
charge in each of them. The consultant psychiatrist has his own medical and nursing 
staff who work with some twenty patients, men and women, married and single, 
and some families. Each unit consists of about a dozen rooms, with bedrooms of 
varying sizes, a small kitchen, laundry, sitting rooms, so that the unit functions some- 
what like a large household. There are other sitting rooms for patients, and a dining 
room which is shared by patients and all staff, other than the doctors. Each con- 
sultant is responsible for the care of his unit, keeping it clean and in good repair, 
within a fixed financial budget. Patients are encouraged to work outside the hospital, 
and nursing staff will help them to find work as well as joining with patients in the 
household care of the unit. 


The nurse’s interest in working with the family has grown out of the psycho- 
logical understanding of an infant’s, child’s or adult’s need of his family, rather than 
from any sentimentality or imposed procedure. The theoretical background of the 
nurse’s training plays an important part and occurs within a general psycho-analytic 
framework, where the recognition of some manifestations of unconscious phantasy 
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become part of her nursing skill with individual patients and groups of patients. The 
case assignment method of nursing is used, and each nurse will have six to ten patients 
of one or more doctors with whom she works. Traditional uniform is not worn, but 
a blue summer dress and a grey winter suit make it possible for new patients to 
distinguish nursing staff from other members of the hospital community. 


In 1948/9 Spitz’ film Grief and Anna Freud’s and Bowlby’s work on deprived 
children, directed attention to what might be happening to the children whose mothers 
were patients in the hospital. Melanie Klein’s analysis of very young children 
demonstrated the possibility of understanding a child’s feelings, phantasies, internal 
and external relationships as revealed in play. This helped the nursing staff to recog- 
nise the reality of the inner psychic life of the patient. They went to work with children 
in a day nursery, thereby linking observation with theory, which facilitated their 
understanding of the child still present in themselves and in their patients. Winni- 
cott’s idea that there is no such thing as an infant, that there can only be an infant- 
mother unit, and that for this unit to function satisfactorily, the father needs to 
hold-support his wife, as she hold-supports the infant, made it easy for the nurse 
to see that on occasions her role would be to hold-support this family unit, of 
father, mother, and child. 


In attempting to understand the social scene of the hospital as it changed from 
day to day with its tensions, groupings, acting out of patients and staff, fluctuations 
of morale, and response to new occurrences like the admission to hospital of children 
with their mothers, of husbands with their wives; the work of Freud, K. Lewin, Bion 
and Jacques have been used. 


Those familiar with Dr. T. F. Main’s monograph The Ailment and the 
nursing staff’s symposium on Nursing Emotionally Disturbed Patients will be able 
to fill in much of the background which is omitted here. The nurse’s perception 
of her role, and the procedures that derive from this perception, are based on the 
formulation that she seeks to achieve a relationship with patients individually, and 
as a group, in which she respects and works with the healthy part of the patient’s 
personality. The nurse expects the patient to have a constellation of relationships, 
both in a family setting, and at work. She will be concerned with these, seeking to 
ensure that hospitalisation disrupts them as little as possible. She also knows that 
the upsets of the patient’s internal world may be reflected in the disturbed relation- 
ships around the patient. She uses her own response to the patient as an indication 
of feelings, that the patient may be evoking in other people; recognising that the 
patient may, from time to time, invest her with feelings that belong to someone of 
the family in the patient’s psychic life, rather than to the kind of person that the nurse 
may be in the external world. 


There seem to be two examples when illustrating the nurse’s role in relationship 
to the family, firstly, women who were ill before marriage, and whose illness now 
disturbs the whole family, and secondly, women who have become ill as a result of a 
specific event, e.g. childbirth. 


In this hospital it is the nurse who goes to the patient’s home, before admission, 
at a time arranged so that she can meet all the family. She will then discuss with the 
patients the practical arrangements of admission. For instance if a child is under 
one year, then its familiar cot, pram, toys, feeding utensils and so on will accompany 
the family. For older children, the mother can decide which equipment she needs, to 
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make the change as easy as possible for herself and the children. The nurse’s role 
being to help the wife to continue to care for the family as she would at home; wash- 
ing, ironing, preparing food, dressing the children, taking them for walks, putting 
them to bed, and so on. The husband will accompany his wife and children to the 
hospital and, unless he is also admitted, he will be encouraged to visit whenever he 
can. He will often help his wife to put the children to bed, and perhaps go out with 
her afterwards. There is a good deal of mutual support and co-operation between 
patients in looking after each other’s children. Sometimes husbands will get together 
to decorate a room, or to mend some of the children’s toys. A husband may be 
having treatment in his own right, or with his wife. Some husbands may try to use 
the nurse for this purpose, but with these patients the nurse usually sees the husband 
and wife together. She tries not to get involved in being the exclusive confidant of 
one or the other, interfering as little as possible with a normal family situation, but 
being available if there is any difficulty. It has been known for patients to fight each 
other, for husbands to walk out, fed up with their wives, or vice versa. In these 
situations the nurse will usually talk over the trouble with the people concerned, 
sometimes other patients will act as arbitrators; the therapist may discuss the matter 
in the treatment situation, but will not be involved in actual disturbances, as a general 
rule. The nurses will also discuss any areas of disagreement amongst themselves, 
that may be reflected in the patients’ upsets, as described by Stanton and Schwartz. 


The nurse will of course be interested in the children’s development, and the 
effect upon them of coming into hospital. A child often reflects his mother’s anxiety, 
and the nurse sees it as her role to deal with the mother’s problem rather than to do 
anything for the child herself. She will try to understand the difficulty that the mother 
may be having, with the child, or perhaps with her husband, another patient, her 
therapist, or with the nurse herself. She will not necessarily do anything to solve the 
problem, but by verbalising what she thinks the mother is feeling, she may help her 
to maintain her relationships in the external world, while the therapist and patient 
investigate the upset in the patient’s inner world. 


The children will miss their fathers, if they are not able to see them as frequently 
as they would have done at home. Sometimes other men, staff or patients, will be. 
made into a kind of uncle by the children. 


Whenever possible patients go home for the weekend as a general rule no treat- 
ment sessions are given on Saturdays or Sundays. Particular demands on the nurse’s 
understanding are sometimes made by the patients who remain in hospital at such 
times. To give an example: One weekend a mother said that her child, Nancy, age 
three, was ill; the local doctor (who looks after the physical state of the children) 
must be asked to come at once. The nurse knew that this patient’s husband was not 
coming to see his wife that weekend. She was pregnant, but did not want the child. 
Nancy sometimes went home to her father when he did not come to the hospital, so 
the nurse had to think: was this the wife’s anxiety about her husband not coming to 
visit, or a transference reaction to her therapist being away? Was it the child’s dis- 
tress at missing her father, or had she an infection? In the event it was more compli- 
cated still. The mother was sure that Nancy was about to have a serious ear con- 
dition, that she had a lump behind her ear. Nancy had, in fact, a slight temperature, 
was fretful and unhappy, and nothing seemed to satisfy her. The local doctor was 
called as the mother wished, for though not anxious herself, the nurse felt that he 
could be something of a substitute for the absent husband and therapist for the patient, 
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and father for the child. Next day both were better though no treatment had been 
prescribed. Nancy, however, was later seen sitting in a chair with a big red ball 
pressed against her tummy, talking to it, patting it, and then throwing it away. 
Nancy’s own anxiety about her mother’s pregnancy was thus made clear, but it also 
turned out that the mother was very much concerned at that time with ideas of 
having the baby adopted. 


If this incident had not occurred at a weekend, it might have been felt as more 
useful, from the point of view of treatment, for the nurse to have helped the mother 
to contain her anxiety until she next saw her therapist. How to maintain a friendly 
concern for the patient without becoming a readily available substitute for the thera- 
pist is part of the nurse’s skill. As shown, this situation can be further complicated 
by the needs of the child in his own right, his ways of dealing with his mother, as 
well as the use she may be making of him. 


At present we have no facilities for treating the children themselves, though 
some of them are obviously disturbed. There is, however, a play group for children 
of over two years of age, once a day, lasting an hour and giving them an opportunity 
of expressing themselves with materials such as paint, plasticine, water and sand. 
From the few observations made to date, it would seem that the mother’s wishes and 
attitudes are reflected, as well as the children’s own current anxieties and phantasies. 
This is illustrated in a film shortly to be available, called Play and Personality. 
The children also seem to pick up and express in their play, problems that are pre- 
occupying the community as a whole. Gluck and Wren have written of some aspects 
of the psychological treatment of these mothers with their children in hospital. 


For those patients whose illness is the result of a particular event—childbirth, 
the nurse’s role is somewhat different. With this illness the family fragments very 
quickly. By the time the letter of the referring doctor has reached us, and the nurse 
has arrived at the patient’s home, the family is often already split up; the husband 
gone to his parents, the wife to her mother, and the children being looked after by 
someone else, often the local welfare agency. The first task of the nurse is to gather 
the family together, so as to discuss the prospect of admission, and the offer of treat- 
ment. It is usually essential for the husband to come into the hospital with his wife, 
for not only is he needed in the therapeutic team, but he may become the chief source 
of nursing care for his wife. In this case the nurse’s task is to support and reassure 
him in this role, which may give him satisfaction, relieve some of his jealousy of his 
wife’s mothering capacity, but arouse guilt in so far as he feels he is usurping a role 
that is usually assigned to women. 


To illustrate this situation: one evening a call came from the local maternity 
hospital. There was a patient in the lying-in ward, seven days postpartum, she was 
very depressed and confused, could she be admitted? The nurse went to the maternity 
hospital, saw the patient was very regressed, could hardly do anything for herself, and 
needed her husband with her all the time. After some initial difficulty he agreed to 
take a fortnight’s holiday from work and to come with his wife into hospital. During 
the next few days he virtually became a mother to his wife, who behaved as if she were 
the baby, clinging to him, having to be fed, washed, and so on. Nevertheless, with 
the husband’s support, and that of the nurse, this very ill woman managed to suckle 
and care for her child. Meanwhile, in her psychotherapeutic interview, the con- 
fusion between herself and the baby, amongst other things, was examined. Gradually 
she became less dependent on her husband. He was able to return to work and she 
could go home, though continuing with treatment for a while. 
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Lomas and Main have described in interesting papers the psychopathology of 
some of these patients at The Cassel Hospital. It is important for the nurse to under- 
stand how she may be experienced by these patients, some of whose difficulties arise 
from their having internalised a very envious mother, who in the patient’s phantasy 
will hate her, even kill her, if she becomes a mother herself. The patient feels she has 
to placate this internal mother through suffering, rather than through enjoying her 
motherhood. Sometimes she may have to fail in her mothering capacity for the same 
reason. It is obvious that the unmarried nurse’s envy of the patient’s childbearing 
capacity, may easily lead her into collusion with the patient, even to the extent of their 
agreeing together that the patient is not a good mother, and that her children would be 
better looked after by someone else. The patient’s wish to be free from the ties of 
mothering, to become single again, can sometimes lead to a useful discussion between 
nurse and patient, of their envy of each other. 


Other patients who may not be quite so disorientated, but who have destructive 
phantasies and impulses towards their children, present a different problem to the 
nurse, and here her task is seen as helping the mothers themselves, to nurse each other. 


We have found that with these patients something quite dramatic happens on 
admission, before psychotherapy itself has had time to bring about such a change. 
The young woman, who a few hours before, could not contemplate holding the baby, 
let alone feeding, or bathing him, will find herself doing just those things. She will 
be just as frightened as before, that she will drown the baby, poison him, or throw 
him out of the window; but other mothers who have these same fears are looking 
after their infants, so that with their support, that of her husband and the nurse, she 
begins to try her hand. The nurse will often be in the bathroom while the mother 
baths the baby, if the patient feels safer that way; she may help the mother, but as a 
rule will not actually do it for her. Similarly, the nurse may sit with the mother, 
when she is feeding the baby, if she likes it. When the mother is alone at night and is 
anxious about her destructive impulses it is usual for another patient to share a room 
with her. Other patients will also look after the baby when the mother is having a 
bad day. These matters will be discussed at meetings between nursing staff and 
patients. A new patient who is particularly disturbed, will often find it helpful to 
share her fears with other patients and the nursing staff, so that difficulties each may 
have, about what the other will do, can be out in the open, and anxieties then seem 
to be lessened. 


Listening to, and observing mother and baby together, will help the nurse to 
have some idea of what the baby may mean to the mother. For instance, when the 
baby is fretful and difficult to satisfy, or very aggressive, scratching or biting his 
mother, and she feels that she cannot stand him at the moment, it is not difficult for 
the nurse to guess that the baby is felt as the greedy, destructive part of the mother 
herself, that she cannot understand just then. The baby may also seem to be some- 
thing of her husband with which the wife feels she is disappointed, and wishes to 
punish. Sometimes it may be clear that the baby is seen as something like a doll, 
with which the mother should be able to do what she likes; or just a dirty, messy 
thing that has come out of her body—how can she comfort and love something like 
that? Understanding of this order helps the nurse to assess the risk to the child from 
his mother’s destructive impulses, and to the mother from her suicidal wishes, if 
she would kill, to rid herself of these feelings. 


The capacity of the mothers in the community to tolerate and understand such 
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impulses in each other, has proved to be an important factor in the nursing of these 
patients. With their doctors the patients gain some understanding of the sources 
of these impulses and fears; in discussing their difficulties with the nursing staff and 
other patients, they feel less outcast. It can be seen, however, that nursing of this 


order is not easy to achieve or maintain. It makes great demands on the nurse and 
on the therapist. 


The medical and nursing staff gain support by sharing together, in meetings of 
various kinds, something of the anxiety that such patients may arouse in each of 
them. The nurse, through recognising some of the sources of her own love, hate, 
and rivalry, of envious, destructive, possessive and restorative impulses inside herself, 
in relation to her own family and to the hospital, can understand something of what 
the patient is experiencing, and may thus be able to respond appropriately. 


There is no time to elaborate the method of teaching which was evolved over a 
number of years and which makes this kind of nursing possible. It must suffice to 
say that it occurs, as and when situations such as here described are experienced, 
through discussion and without formal lectures. In less well developed countries a 
thesis describing the nurse’s role as developed at The Cassel Hospital in relation to 
two kinds of patients who have been thought of as individuals in a family unit, and 
which can be enabled to function as such, would not be necessary. No one would 
go to hospital unless some close member of his family accompanied him. Many 
psychological, sociological and physical factors have contributed to the situation 
in Western hospitals, where the patient may be almost dispossessed of his family. It 
may be that with further study of individual psychic experiences, the role of the family 
in health as well as in illness will become clearer. 
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NursING puts a foot in the door... 


HELEN GEMEROY, R.N., B.A., M.A., Assistant Professor, School 

for Graduate Nurses, McGill University and Supervisor of 

Nursing, Allan Memorial Institute, Royal Victoria Hospital, 
Montreal, Canada 


NE sometimes hears complaints in nursing circles that we seldom have opportunity 

to take part in meetings of other professions represented in the health team. 
Small happenings, however, can change the course of events, as can a question put 
at the right time to the right person. It was in this manner that Nursing was able to 
put its foot in the door at the Third World Congress of Psychiatry held in Montreal, 
June 1961. 


Just a year ago, the machinery for organising this World Congress was grinding 
slowly into motion on the doorstep of the Institute in which I had recently become 
supervisor of nursing. There existed no international organisation to sponsor this 
Congress which was to be held under the auspices of the Canadian Psychiatric 
Association and McGill University. All psychiatrists who were on the staff of the 
Institute as well as faculty members of McGill University carried some responsibility, 
many of them a major one. It was not surprising then that Congress began to creep 
into most conversations heard throughout the corridors, nursing stations, seminar 
rooms and coffee shop of the Institute. 


Our first contact with the Congress organisation came through a request for a list 
of nursing publications for, at that stage, circulating advance notices of the Congress 
was a major task. We were later approached by the chairman of the organising 
committee for suggestions of nursing organisations and of key nursing personnel in 
voluntary and public agencies to add to their mailing list. 


The preparation of such lists was time-consuming. In the process of making 
them we began to question what response, if any, there would be from publicity 
circulated to these groups. Doubtless the Congress would be of interest to nurses 
but how many would be able to attend this rather specialised and probably expensive 
week-long programme. Obviously it was designed primarily by and for psychiatrists 
and no concentrated effort seemed directed toward attracting allied professions. 
This assumption was proved correct when we inquired later of the programme 
chairman. The programme committee had considered that the nature of the Congress 
in itself would attract other professions. We explained to the Chairman that, while 
we agreed in principle with this line of reasoning, nurses’ terms of employment and 
incomes are such that few are able to attend such meetings solely through interest. 
Our experience had led us to believe that employing agencies more readily considered 
granting their nurses time and financial assistance to attend a programme in which 
Nursing received some mention. 


A week later the chairman returned to ask us if Nursing would like to sponsor a 
panel discussion. A morning sub-section could be arranged, he said, for a room 
which would seat four hundred was still available. However, the topic for discussion 
and the names of the panel participants would have to be submitted within ten days, 
for the executive committee’s approval, for the space could not be held. 
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Here was opportunity, but had we enough time ? 


Obviously the choice of topic for a panel discussion and of panel participants, 
were ones which should be made by a representative group of well-informed nurses. 
No formal organisation of mental health or psychiatric nurses exists in Canada, yet 
these were the professional people whom we felt should be consulted. A few days 
later when we were honoured by a visit from Miss Annie Altschul, Senior Tutor, 
Maudsley Hospital, London, an informal gathering of Montreal psychiatric nurses 
took place at the McGill School for Graduate Nurses. At this gathering in her 
honour, our guest assisted us and helpfully paved the way to introducing a second 
purpose for our meeting. 


Over a cup of tea, the possible areas and scope of the projected undertaking were 
discussed. The group agreed that the topic selected for discussion at a World 
Congress should be a broad one with a general appeal, rather than one particularly 
for psychiatric nurses. On this basis the topic The Impact of Social Change on Mental 
Health and Psychiatric Nursing was considered appropriate. 


At this time the Congress committee was unable to assure us of simultaneous 
translation service for the nursing programme. This possible limitation, together 
with lack of time and our regrettable lack of knowledge of psychiatric nursing leaders 
in other parts of the world, confined our consideration of panel membership to the 
United Kingdom, the United States and Canada. Again, to generate broad interest, 
it was agreed that the nurses on the panel should represent nursing service and 
education as well as community mental health services and psychiatric services. 


Active Planning 


It was agreed at this meeting that the planning in relation to the Nursing 
Programme could be undertaken most expeditiously by a committee representative 
of all fields of nursing rather than by psychiatric nurses themselves. Careful considera- 
tion therefore went into the proposed membership of a working committee to include 
French-speaking and English-speaking nurses, community agencies and hospitals, 
nursing service and nursing education, professional associations and groups. In 
brief, the membership was suggested not only on the basis of individual professional 
attributes but also in relation to representation of some group in professional nursing 
circles. We were fortunate that Miss Margaret Wheeler, Industrial Nursing Consult- 
ant for the Province of Quebec, consented to act as chairman of the working 
committee. Miss Wheeler, a past president of the Association of Nurses of the 
Province of Quebec, is bilingual and well-known and respected in provincial and 
national nursing circles. In accordance with recommendations from the gathering 
of psychiatric nurses, Miss Wheeler formed a nurses’ working committee and called 
the first meeting early in March 1961. 


In the meantime an invitation to chair the panel had been accepted by Dr. E. D. 
Wittkower, associate professor of psychiatry at McGill University and well-known 
for his work in the fields of trans-cultural psychiatry and psychosomatic medicine. 
Dr. James Tyhurst, professor of psychiatry at the University of British Columbia 
had agreed to participate in the panel and to prepare a frame of reference for other 
panel members. Three nurses had accepted invitations to participate: Miss Doreen 
Weddell, matron, The Cassel Hospital, Richmond, England; Miss Ruth Gilbert, 
professor of nursing education, Teachers College, Columbia University, New York; 
and Miss Madeline Leininger, associate professor of psychiatric nursing, College of 
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Nursing and Health, University of Cincinatti. A fourth nurse was unable to accept 
the invitation and it was agreed that I should act as the Canadian panel member. 


Active Participation 

Inquiries received in response to advance publicity indicated that nurses were 
interested in the panel but desired the kind of programme which permitted for active 
participation and greater opportunity for exchange of ideas. The original suggestion 
of a morning panel had expanded before the working committee met for the first 


time, and was to expand still more as its members began to appreciate the true scope 
of this opportunity. 


At the first meeting of the working committee time was taken to discuss the broad 
purpose of a nursing session in the Congress programme. Four lines of action were 
identified and sub-committees appointed to act in the following areas. 


1. The programme sub-committee arranged an afternoon session. The first 
afternoon was devoted to free discussion of the panel presentation. In the latter 
part of the afternoon panel members returned to respond to questions and.com- 
ments from the floor. 


2. The sub-committee on field visits arranged a programme of tours to eighteen 
psychiatric and mental health facilities in the Montreal area. Tour descriptions were 
distributed at the time of registration to enable visiting nurses to join tours of interest 
to them. 


3. The reception sub-committee arranged to cover a desk on the Congress 
registration floor from Sunday through Thursday so that visiting nurses might have 
a point of contact and be given information pertaining to the nursing activities. 


4. An entertainment sub-committee approached the Association of Nurses of 
the Province of Quebec who welcomed the opportunity to hold a reception for visiting 
nurses and planned it to take place Wednesday evening before the Nursing day. A 
publishing firm had expressed their willingness to be host to visiting nurses at a 
reception on the following Thursday afternoon sessions. 


And the Result ? 


Despite the late planning almost five hundred nurses registered at some time 
during the Congress week. Approximately one hundred of these registered for the 
full week. For nurses who had not been able to attend for the week we had been able 
to arrange a daily registration fee of $5.00. 


The panel topic attracted nurses from all fields. Discussion and social activities 
provided opportunity for becoming acquainted and exchanging ideas. We had plan- 
ned our programme on the assumption that psychiatric nursing is an integral part 
of all Nursing. Our experiences from the planning stages to the final gathering 
confirmed this belief. 


At the Third World Congress of Psychiatry an international organisation was 
established. Is now the time when Nursing should consider approaching this newly- 
founded organisation to request a section for Nursing at the Fourth World Congress 
of Psychiatry? 
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Problems in 
Providing Nursing Services* 


RITA D. HILL 
WHO Nurse Educator, Higher Institute of Nursing, Alexandria 


URSING Service is the department of the hospital or public health agency 

which provides for the direct and indirect care of the patient. This is accomplished 

by co-ordinating the facilities of other departments into the total plan for treatment 
and care as ordered by the doctor in charge of the patient. 


Nursing Service, as a Department, also has a large and influential effect on educa- 
tional programmes in the hospital or agency whether they be for medical students, 
nursing pupils or others. Where there is inadequate nursing service with resultant 
poor patient care whatever the cause, the best clinical experience for student learning 
cannot take place. 


Nursing service and nursing education are inseparable. To have good nursing 
service there must be good medical and nursing education and vice versa. 


In many areas nursing service administration has the responsibility for depart- 


ments other than nursing and the inherent non-nursing functions add to the complexity 
of problem situations confronting nursing service administrators. 

To define nursing service administration as used in this context is, as in any other 
form of administration, to get a job done in the best, quickest and least expensive way 
with the maximum of results. In order to accomplish good nursing care it is essential 
that the right people are in the right place with the right equipment at the right time. 

For this reason the administrative functions of forecasting, planning, organising, 
co-ordinating, directing and controlling are used. Involved in these is the necessity 
for recognising and solving problems so that the administrative function can be 
carried out successfully. 

It seems that three questions must be answered: 

How is the existence of problems known? 


What kinds of problems generally confront nursing service administration? 
How are these problems solved? 


Identifying Problems 


It is obvious that to solve a problem, its existence must first be recognised. 


How does this awareness take place? It takes place when it is known that the 
objectives of the organisation are either not reached or are not satisfactorily reached. 


The main objective of nursing service is good patient care which implies early 
rehabilitation of the patient to his highest possible level of functioning in the com- 
munity. When this goal is not reached with the least expenditure of time, personnel 
and money, a problem exists. 


Some problems are small and comparatively easy to solve, others are complex 
and require more time for analysing and solving. 


Problems can be brought to the attention of nursing service administration 
*Extract from an address given at the WHO Regional Seminar on Nursing, Lahore. 
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in a number of ways. A few of the most common will be mentioned as examples. 

1. The patients recovery and discharge from hospital is slow. 

This leads to overcrowding of available space, more duties for hospital personnel 
than they can reasonably perform to obtain optimum results and strain to find the 
money required for hospital facilities, equipment and supplies. In the case of a 
hospital with non-paying patients it means an even greater expenditure on equipment, 
supplies, hospital maintenance and salaries. 


2. There is an alarming increase in the incidence of infections and cross- 
infections. 


3. Patients’ complaints of care received may be higher than the normal expect- 
ancy, causing general discontent among patients and their relatives. 


4. Medical staff may be dissatisfied, complaining of nursing care provided or 
perhaps even finding it necessary to shoulder some of the nursing responsibilities 
themselves. This leads to further problems. 


5. Nursing personnel may be too frequently sick or absent. Morale may be low. 


6. Numbers of personnel may seem insufficient to meet adequately the needs 
of the patients. 


7. Public demands for more hospitalisation might make it necessary for 


expansion of health facilities with all the attending problems of greater space and 
staffing needs. 


These are only a few of the areas where it is indicated that all is not as it might be. 
Whatever brings this realisation to the attention of nursing service administration 
is the first awareness that a problem area exists. 


If a problem exists it must be solved. 
In problem solving there are a number of techniques that can be used, but basic 


to all are six simple steps and on these are built whatever approach to problem solving 
seems to be best for any particular situation. 


Six Scientific Steps to Problem Solving 


1. RECOGNITION THAT A PROBLEM EXISTS AND DELIMIT IT 
It may be found that more than one problem arises from a single cause. 


2. SURVEY OF PERTINENT RELATED INFORMATION 


From one’s own experience and the knowledge and experience of others, probable 
solutions to the problem are considered such as: 


What problems similar to these have occured before? How did they resemble 
this one? How did they differ? What was done to attempt to solve them? Would 
all, or any, of the solutions used in one case be helpful in this particular case at this 
particular time? 


By talking to others and reading available literature, some valuable information 
may be gathered that can be used to stimulate the thinking of nursing administration 
toward solving the problem. Always one must come back to trying to answer the 
question, what is best in this particular situation at this time? Why? Why not? 


3. FORMULATION AND DEVELOPMENT OF AN HYPOTHESIS 
After due consideration of the problem, one solution is considered the best. 
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This is called an hypothesis which means, a supposition made as a basis for reasoning 
and from which to work towards the solution. 


4. COLLECTION OF DATA 


Gather objectively all the facts possible regarding the problem area. This 
must be done without prejudice for, or against, any person, area or situation. 
Opinions and emotional bias must be discarded. In this step only facts must be 


considered, pleasant or unpleasant, if the problem is to be solved logically and 
beneficially. 


5. ANALYSIS AND SUMMARY 


When all of the facts have been gathered, an analysis of the situation takes place 
and the information summarised. The hypothesis is put to work and tested. This is 
usually considered an experimental period during which the solution for the solving 
of the problem can be tried. This experimental or testing period is given a certain 
time limit depending upon the complexity and depth of the problem area. 


6. FORMULATION OF CONCLUSIONS AND GENERALISATIONS 


At the end of the experimental period the results are critically and objectively 
evaluated and a conclusion formed as to the success of the hypothesis and solution 
tried. If the problem area has disappeared, or improvement has taken place, it can 
be assumed that the solution tried is the right one and is successful. If no improve- 


ment has taken place one of three things might have happened and must be 
investigated: 


(a) The wrong solution has been tried, proved unsuccessful and therefore 
other solutions must be investigated. 


(b) The persons involved with the experiment have not carried out the methods 


in the proper way. Therefore, their ability and motivation must be investigated and 
corrected. 


(c) The real problem was not recognised and delimited and therefore the entire 
process must be gone through again. 


It must be recognised that some problems can be analysed and solved in a short 
time and with a minimum of effort; others will take and need greater skills and 
objectivity on the part of the people attempting to solve them. 


In nursing service it must be recognised that often, particularly with major 
problem areas, nursing service may have to include other departments in the problem 
solving. The department of nursing, functioning as it does as liaison between the 
patient, medical staff and other departments, must of necessity affect, and be affected 
by other areas. 


Five Problems 


Although problems in nursing service can more or less be generalized throughout 
the world, each situation in which the problem arises makes it unique in itself. The 
degree of the seriousness of the same basic problem in different areas might make it 
seem to be entirely different when in fact it is not. 


It is of the umost importance to recognise that each situation must be understood 
in its own area and culture, with its own particular needs. Its problems must be solved 
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by the best method for that specific area and with the available resources of people 
and equipment. 


One pattern cannot be evolved to fulfil all requirements for all people, in all 
places, at all times. Studies can be made of the methods used by others in similar 
situations, as was mentioned before, but it is rarely possible to take the solution, 
completely transplant it to another area and find it adequate. Only by studying the 
similarities and making adjustments can help be gained from other experiences. 


The problem areas in nursing services are grouped into five main areas: 
(i) Personnel; (ii) Equipment and supplies; (iii) Physical facilities ; (iv) Procedures 
and nursing techniques; (v) Patients, patients’ families and the community. 


(i) PERSONNEL 


Lack of personnel: quantitatively, qualitatively and improper utilisation. 


The problem of insufficient nursing personnel to care for patients is world-wide. 
It is a problem that must be recognised by nursing education as well as nursing service, 
as theirs is the responsibility to prepare the nurses who will be the future performers 
in the nursing service area. This is one of the points at which nursing service and 
nursing education could, with mutual profit, discuss the problems involved. 


Nursing education, basic, post-basic and in-service with on-the-job training, 
is being discussed in other papers presented here and so these areas will not be 
discussed now. However, it is hoped that the importance of all of these in relation 
to the provision of personnel for nursing service needs will be readily seen and 
appreciated. Nursing education, in all aspects must provide the necessary knowledge 
for the nurses and auxiliary workers to function in the work for which they are being 
prepared. 


Nursing service must provide the necessary area for this knowledge to be used 
to the best advantage, and, for the proper utilisation of the employee’s capacity 
to its utmost, so that people do not function below their ability or try to perform work 
that is beyond their capabilities. 


If the problem confronting nursing service appears to be insufficient personnel, 
the following questions must be asked: 


(a) Are there really not enough numbers of people? 


(b) Are there enough numbers but lacking in quality of preparation and/or 
performance and therefore also performance at their highest capacity? 


(c) Js the improper utilisation of personnel due to lack of adequate supervision, 
outdated hospital policies and nursing policies and procedures, or outdated physical 
facilities and equipment? 


The answer might lie in any of these questions or might be a combination of 
two or more. Before (a) can be answered in the affirmative, (6) and (c) must be 
analysed and answered. 


If the answer is insufficient numbers of people then the nursing service admin- 
istrator must look to the sources for more. Larger numbers of nurses must be pre- 
pared. This takes time and money. While this is being done, what other resources 
can be tapped? 


Short courses can be set up with on-the-job training to enable people with little 
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or no formal education to function quite well in many areas of the hospital and release 
the trained nursing personnel for nursing duties only. 


The time-consuming work of bringing supplies from one area to another, cleaning 
equipment, transporting patients from one department to another, are only a few 
examples of work that can be done by properly trained auxiliary personnel. 


When auxiliary personnel are properly trained, supervised and utilised, it releases, 
not only the trained nurse for the nursing functions for which she was educated, but 
it reduces the hospital personnel budget, as usually the auxiliary worker is on a lower 
wage scale than the trained nurse. 


Under proper supervision of the trained nurse, it is quite safe to teach auxiliary 
workers, such as nurse’s aides, to do the simple basic nursing procedures for the 
convalescent and long-term patient. It is the responsibility of the trained nurse, 
with her knowledge of the patient’s needs, to decide if the auxiliary worker should be 
allowed to do the simple procedures she has been taunght on any particular patient. 
For example, an auxiliary worker may be called upon to bath a patient, but if the 
patient were very ill or critically injured, the simple bed bath might require all the 
skills of the trained, experienced nurse to prevent further injury. 


If there are enough numbers but performance is not up to highest capacity, 
then the area of adequate supervision must be looked into. Proper supervision of 
nursing personnel is needed twenty-four hours a day, seven days a week. Good 
supervision can not only improve the quality of work done but also increase the 
amount of work performed. 


Supervision by competent, experienced nurses will make it possible to spread 
knowledge over large areas of patient care because they can advise and direct the 
nursing care of large numbers of patients through the less experienced trained nurse 
as well as auxiliary personnel. 


Simply to bewail the fact that there are not enough qualified nurses will not 
provide people to carry on the every-day care of the patients. When personnel is 
needed to care for already existing patients the nursing administrator, together with 
the hospital director, must examine the jobs to be done, the skills needed to match 
them, and the people available who can best be trained to perform them, as well 
as the qualified nurses available for supervision of those engaged. 


If there are sufficient numbers of personnel, or if it is impossible to provide 
additional personnel, then the adequacy of their performance level must be analysed. 


Can the nursing personnel perform more than they are now doing? Will 
supervision enable the work to be better planned so that each person is doing what 
she can do best and at the same time realise that her job is of extreme importance 
to the total care of the patient, no matter in what category he or she happens to be. 


Perhaps changes in policies or physical structure need to be considered to enable 
personnel to function more adquately. 


Perhaps the nursing personnel is responsible for jobs that are not nursing, but 
could be placed under the direction of another department thus releasing the nursing 
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department to expend all their efforts in the particular duties of planning and giving 
nursing care. 


(ii) EQUIPMENT AND SUPPLIES 


Where a lack of equipment and supplies exists it will be necessary for the nursing 
service administrator to think in terms of available budgetary allowance and then, with 
helpful suggestions of the nursing personnel in the various nursing areas, to decide: 

(a) What equipment is the most essential for the care of the patients? 

(b) What type of equipment will require the least nursing personnel time for 
operation, cleaning and care? 

(c) What equipment is proven to be the most durable and long-lasting? Thus, 
the spending of a little more money at this time may prove the most economical. 


It is often found upon investigation and analysis of a situation that in reality 
there is sufficient equipment if the personnel responsible for using it is taught its 
proper use, care after use, and storage. Supervision is needed to ensure that after 
teaching, the knowledge is applied properly. 


If equipment can be stored in a central supply area where personnel can be 
trained in the proper care, storage and issue of it (to the various nursing units) when 
needed, it is found that it not only lasts longer but that better use is made of it through- 
out the hospital. This is an area where auxiliary personnel with very little formal 
education can be taught to work effectively. 


This also saves nursing time on the wards for more time to be diverted to caring 
for the patient and planning with the doctor for better care. 


When certain equipment is not available it becomes necessary for nursing, 
medical staff and others, to collaborate and try to improvise something from available 
resources that will take care of the immediate needs. 


(iii) PHYSICAL FACILITIES 


Old-fashioned physical facilities and even modern buildings designed without 
the necessary knowledge of what is needed by nursing staff to provide efficient nursing 
care, can increase the time and effort expended by the nurse. This results in wasted 
time which again can be interpreted in terms of money and reduced nursing care. 


Although the building of a new hospital may not be possible, careful thinking, 
planning and using imagination will assist the old-fashioned hospital to meet present- 
day needs. 


The amount of money which may be spent on renovation will readily be met by 
the money saved in nursing time and effort and in better patient care. 


(iv) PROCEDURES, POLICIES AND NURSING TECHNIQUES 


With the advance of modern scientific medicine, particularly in the areas of 
surgery and drug therapy, nursing service finds that some problems stem from using 
out-dated nursing procedures; those no longer applicable or others which call for 
types of equipment no longer available. 


New procedures should be established with the collaboration of nurse educators, 
medical staff, hospital administrator and others concerned for improved medical 
care and treatment and to save nursing time and effort while still giving the patient 
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the necessary physical and emotional care to meet his or her individual needs. 


Nursing procedures and equipment and supplies should be standardised, as much 
as possible, throughout the hospital so that all the personnel is familiar with them and 


problems that arise and are solved in one area can quickly be eradicated throughout 
the entire institution. 


Policies of the hospital and nursing department should |e reviewed periodically, 
preferably yearly, so that out-dated ones relating to procedures, job descriptions 
and other items can be changed to meet the new needs and help to solve the problems 
facing nursing administration. 


(v) PATIENTS, PATIENTS’ FAMILIES AND THE COMMUNITY 


Many problems for nursing service administration stem from the fact that 
patients and their families do not seem to co-operate with nursing and hospital 
policies. These are problems that must be solved according to the particular situation. 


Generally speaking, with the co-operation and collaboration of the medical 
staff, hospital administration and social service (where it exists) a campaign for 
family and community education, explaining the reasons for different policies, can 
be effective. When the needs of the patient are presented and the anxieties of the 
family accepted, the problem can be lessened if not entirely eradicated. Many 


hospital policies could be changed to meet the patient’s needs better and still be 
efficient. 


It is good administration to review the policies throughout the hospital and ask, 
do they still meet the needs in the best possible way for which they were created. 
If not, what changes are needed and using the scientific problem—solving approach, 
take the necessary steps to change them into more appropriate policies for today. 


Demonstration Unit; One Approach to Solving Problems 


Earlier it was stated that there are many approaches to solving problems although 
basically all will follow the six scientific steps. One approach is to experiment and 
try the solution on a special ward or section called the Demonstration Unit. 

This is particularly valuable where problems are caused basically because of 
the need to change methods of nursing procedure and of ward administration practices. 

This unit can be used in two ways: 


1. When a solution to a problem has been decided upon the specific unit to be 
used is known by all as the experimental area and here the hypothesis can be tested. 


2. If it proves to be successful, the unit can then be used as a training centre for 
other leading personnel, who will in turn go back to their original wards and set up 
the new method for the improvement of the problem situation there. Gradually, 
throughout the hospital, the new method is established with no interruption in the 
every-day running of the institution. 


PLANNING THE UNIT 


Before planning the unit, it is obvious that the problems must be analysed and 
the solution decided upon. 


A plan must be outlined showing the recommendations made. This will probably 
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entail some changes in nursing routines, procedures, staffing needs, policies, physical 
changes and/or other modifications. 


The plan should then be discussed with hospital administration, medical staff 
and other departments that might be involved in the changes, such as x-ray, dietary, 
pharmacy and others. In this way problems that might arise from the changes can 
be discussed by the departments concerned; suggestions made and solutions decided 
upon and incorporated into the total planning. 


New policies should be made, where necessary, to take care of changes in pro- 
cedures, personnel duties or creation of new jobs. 


The entire nursing staff should be told of the planned experiment; the reasons 
for it and the result hoped for. The nursing staff should be made to feel part of the 
experiment. They will try to make it succeed when interest is aroused and they are 
made to feel part of it. If they do not feel personally involved they tend to perceive 
it either as something which has nothing to do with them or as something that is 
being imposed upon them by others. 


The physical area chosen for the experimental unit should be typical of the 
problem areas existing in other parts of the hospital. 


The personnel to be used for staffing this unit, day, night and for relief, need not 
necessarily be the staff working at present in that area. 


Nurses who are interested in the experiment should be selected from the entire 
nursing staff team. These should also have the ability to learn and, later, to 
teach others. These are the nurses who will prove, or disprove, the solution to the 
problem. They are also the ones who will convince others that ‘ this is the answer,’ 
and the ones who will be responsible for teaching others how to do things the new 
way and will establish the new method in other nursing units. 


Short courses of instruction should be outlined with the help of nurse educators 
for all the different categories of nursing personnel who will be participating in the 
establishment and staffing of the Demonstration Unit. The personnel should clearly 
understand the objectives of the experiment, the reasons for changes in policy and 
procedure, and their role and responsibility in the unit which at the start is experi- 
mental but later becomes a teaching-demonstration area for others. 


Set the date for the opening of this unit as the Demonstration Unit. 


Be sure that all departments and the medical staff are aware of the changes and 
of any new policies that have been created to cover the needs of the unit. 


Give the experimental area every chance possible to succeed but always work 
within the framework of reality for the rest of the hsopital. Throughout the experi- 
mental period continue to analyse objectively the results and make adjustments 
where needed. If the planning has been carefully based on scientific problem-solving 
techniques there should not need to be too many adjustments to make. 


At the end of the experimental period the final assessment should be made and 
the results critically evaluated. 


If the results show that the problem or problems have been solved, and the 
experiment has proved successful, then nursing service can follow through with plans 
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to rotate nurses from other areas to the Demonstration Unit to learn so that they can 
make the necessary changes within their own areas. 


A major strength of the Demonstration Unit is that it provides a means whereby 
the potential capacity of nurses is likely to be developed by involving them in definite 
areas of teaching and supervision while they themselves are under supervision. 
Further there are the marked advantages of a controlled situation where maximum 
efficiency and harmony of operation is ensured. 


Weaknesses lie in the misinterpretation of its objectives by nurses, doctors and 
other hospital personnel hence the need for careful planning in advance that will 
involve as many as possible, either directly or indirectly. 


The greatest weakness of the Demonstration Unit will be if it has been made 
atypical to other hospital units and as such does not prove to be a realistic teaching 
centre for nursing personnel who must return to their own often poorly equipped 
and under-staffed wards. Therefore, it is necessary not to create a situation that 
cannot be duplicated elsewhere in the hospital and nursing service department. 


The major strength will be recognised if a Demonstration Unit is created that 
can be duplicated in other areas where similar problems exist, where other nursing 
personnel given similar opportunities can create an atmosphere conducive to good 
nursing care and personal satisfaction of workers, equipment and facilities at their 
disposal. 
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A Return to Nursing* 


MARGARET J. B. THOMPSON, B.A., Director of Nursing, Queensway General Hospital, 
Toronto, where a complete progressive patient care programme will be instituted in the near future. 


PROGRESSIVE PATIENT CARE 


From the viewpoint of a casual observer it would be difficult to 

improve on the many technical and practical advances that are 

in use in modern hospitals. Progressive patient care, however, 

may be another major step forward in our search for perfection 
in the nursing care of the sick. 


Progressive patient care involves five phases in its entirety. Patients are classified 
according to their medical needs and nursing personnel according to their special 
abilities. Each physical area is designed and built to serve its particular function 
and the personnel trained, to their highest potential, to care for the patients in the 
particular section to which they are assigned. 


Intensive Care 

Because of the layout of each of the units in this area, six patients can be cared 
for on each shift by one professional nurse and one nursing assistant (either ‘ certified ” 
or trained through an in-service educational programme), with the help of a second 
nursing assistant during the morning care period. All personnel who work in this 
area do so by choice, and receive special instruction in all aspects of the nursing care 
of the critically ill patient. Relief nurses are also given the advantage of this special 
teaching, so that it should never be necessary to assign to this area a nurse who is 
not familiar with all the procedures used. 


The professional nurse is responsible for the six patients under her care and 
reports to the head nurse of the intensive care area. As the units must, of necessity, 
be properly designed and appointed, the professional nurse does not have to leave 
her unit for any reason other than meals. She is visible to each patient, at any time 
of the day or night, by virtue of the location of her desk. Both the nurse and the 
unit are equipped to handle any emergency which might arise. The need for private 
nurses is eliminated. 


Intermediate Care 


The nurse who does not care to work in the constant ‘ life-and-death ’ tension 
of the intensive care area, may choose to nurse moderately ill patients in the Jnter- 
mediate Care zone. Here, she can help her patients plan their own care and has enough 
time to supervise their activities. Treatments and medications are usually routine. 
Because the nurse knows that she will never be called away from a patient to administer 
to the needs of another who is critically ill, she carries out her duties in a relaxed 
frame of mind, free from the disturbing, continuous motion that has become the 
symbol of today’s hospital nurse. She transmits this tranquillity to her patients. 


Continuation Care 


The patient assigned to the area of Continuation Care has particular problems 
that need the understanding and compassion of the nurse who has special abilities 
in this field. These patients require long-term care. Many have multiple fractures 


*Reprinted from The Canadian Nurse, September 1961, by courtesy of the Editor. 
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or burns and require complete physical care; some are recovering from cerebral 
accidents; for some their illness is terminal. 

In this section of the Progressive Patient Care Programme the emphasis is on 
rehabilitation, the extent of which varies according to the condition and needs of 
the patients. The nursing personnel has a special responsibility for elevating and 
maintaining the morale of the long-term patients who are prone to despondency and 
discouragement. 


Self Care 


Many patients when they are discharged from our hospitals today, are not ready 
to resume normal family life. For them, as for those who are admitted for diagnostic 
purposes, progressive patient care has set aside a special area—the Self Care zone. 
These patients must be sufficiently ambulatory to be able to walk to and from the 
cafeteria and other hospital services. Only one professional nurse is required, and 
as head nurse, she is responsible for the teaching and supervision of both patients and 
auxiliary staff. Patients are instructed regarding the limitations of activity and diet 
that their illness has imposed. Those admitted for diagnostic purposes are made 
familiar with the treatments they will undergo. As a result a feeling of confidence 
is created instead of the fears and misgivings experienced by so many patients under 
the present hospital system. 


Home Care 


The last phase of progressive patient care, Home Care, must be organized in 
co-operation with whatever public health services are available in the community. 
Hospital-based, it is an extension of hospital services into the home. When this 
phase is feasible, some patients may be treated successfully throughout their entire 
illness in their own homes. 


Personnel 


In the Progressive Patient Care Programme both professional nurses and nursing 
assistants are assigned only to the area of their choice. In addition to the special 
instruction in the procedures and skills required to nurse the patients in each section, 
a well organized in-service education programme must be carried out so that the 
staff is kept abreast of the latest advances in nursing. 


The professional nurse is NURSING at last, combining her ability, skill and 
knowledge to create an environment that is conducive to the recovery of her patient 
and the maintenance of health for his family and community. 


Summary 


It has been a challenge and a great privilege to plan the nursing service for a 
progressive patient care programme. Service to mankind and the preservation of 
human life have always been the reasons for the existence of the nursing profession. 
If these objectives have been obscured in recent years, it is not the fault of nursing 
education, but rather of the highly technical atmosphere that surrounds the patient 
which in turn has taken the nurse from the bedside and transformed her into a tech- 
nical expert. 


This type of progressive care programme is the most radical plan for patient 
care that has come before the nursing profession for many years. Its introduction 
will have the immediate effect of better patient care, rendered by a competent and 
dedicated nursing staff. Perhaps it is not too fantastic to hope that our experience 
may eventually affect the construction of future Canadian hospitals. 
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La recherche de meilleurs soins* 


MARGARET J. B. THOMPSON, B.A. 


Les soins progressifs du malade 


Du point de vue de l’observateur fortuit, il serait difficile d’améliorer 
les nombreuses techniques et les développements pratiques qui sont 
en usage dans les hépitaux modernes. Toutefois, le soin progressif du 
malade peut étre un autre pas important, dans notre recherche de la 
perfection lorsqu’il s’agit de prodiguer des soins infirmiers au malade. 


ES soins progressifs du malade comprennent cing phases en tout. Les malades 

sont répartis selon leurs besoins médicaux, et le personnel infirmier, d’aprés 

ses capacités spéciales. Chaque unité est congue et construite en vue de sa fonction 

particuliére et le personnel formé le mieux possible pour prendre soin des malades 
dans les sections particuliéres qu’on lui a assignées. 


Soins intensifs 

En vue de la disposition de chacune des chambres de cette unité une infirmiére 
professionnelle et une auxiliaire (“certifiée” ou formée ou moyen d’un programme 
d’enseignement en service) suffisent 4 prendre soin de six malades par équipe de 
relais, avec l’aide d’une seconde auxiliaire durant la période des soins du matin. 
Tout le personnel qui travaille dans cette section le fait par choix et recoit des 
instructions spéciales sur tous les aspects des soins infirmiers que requiérent les 
malades dont I’état est critique. Les infirmiéres suppléantes bénéficient aussi de 
cet enseignement spécial de sorte qu’il ne devrait jamais étre nécessaire d’assigner a 
cette section une infirmiére qui n’est pas au courant de toutes les méthodes en usage. 


L’infirmiére est responsable des six malades confiés 4 ses soins et elle en fait 
rapport a l’hospitaliére de la section des soins intensifs. Comme les unités doivent 
nécessairement étre concues et outillées d’une facon convenable, l’infirmiére n’a 
besoin de quitter son unité que pour prendre ses repas. Son poste est placé de telle 
sorte que chaque malade peut la voir 4 n’importe quel moment du jour ou de la nuit. 
L’infirmiére et l’unité sont munies de l’outillage nécessaire pour faire face 4 n’importe 
quel urgence, ce qui élimine le besoin d’infirmiéres en service privé. 

Soins intermédiaries 

L’infirmiére qui ne tient pas a travailler sous la tension constante des états de 
** vie et de mort” dans la section des soins intensifs, peut choisir de soigner des 
personnes modérément malades dans la zone des soins intermédiaires. Ici elle peut 
aider ses malades a établir avec elle les soins dont ils ont besoin et elle a assez de 
temps pour surveiller leurs activités. Le traitement et la médication sont en général 
routiniers. Sachant qu’elles ne sera jamais appelée loin d’un malade pour voir aux 
besoins d’un autre dans un état plus critique, elle remplit ses taches l’esprit détendu, 
sans le dérangement et le mouvement perpétuel qui sont devenus typiques de l’infir- 
miére d’hdépital. Elle transmet cette tranquillité 4 ses malades. 

Les soins 4 long terme 

Le malade assigné a la section des soins a long terme a des problémes particuliers 
qui nécessitent la compréhension et la compassion de l’infirmiére spécialement 
douée dans ce domaine. Nombreux sont les malades qui souffrent de fractures et de 
brilures multiples et qui ont besoin de soins physiques complets; certains se remettent 


*De L’ Infirmiére Canadiénne, Septembre 1961. 
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d’accidents cérébraux; pour d’autres il s’agit de la phase finale d’une maladie mortelle. 

Dans cette partie du programme de soins progressifs, on insiste surtout sur la 
réadaptation, dont le degré varie selon I’état et les besoins des malades. La responsa- 
bilité spéciale du personnel infirmier est de remonter et d’entretenir le moral des 
malades a long terme qui sont portés a la mélancolie et au découragement. 


Auto-soins 

De nos jours, beaucoup de malades, lorsqu’ils quittent nos hépitaux, ne sont 
pas préts 4 reprendre la vie normale de la famille. Pour eux, comme pour ceux 
qui sont admis pour des épreuves de diagnostic, le programme de soins progressifs 
a prévu une section spéciale: la zone des auto-soins. Ces malades doivent étre 
suffisamment ambulants pour pouvoir aller et venir a pied a la caféteria et aux autres 
services hospitaliers. Une seule infirmiére professionnelle est requise, et a titre 
d’hospitaliére, elle est responsable de l’enseignement et de la surveillance des malades 
et du personnel auxiliaires. On apprend aux malades quelles sont les restrictions 
que leur maladie leur impose dans leur activité et leur régime alimentaire. On 
apprend a ceux qui sont entrés pour fins de diagnostic 4 se familiariser avec les 
traitements qu’ils auront a subir. Il en résulte un sentiment de confiance plutét 
que de crainte et d’appréhension que ressentent beaucoup de malades soumis au 
systéme hospitalier actuel. 


Soins a domicile 

La derniére phase du programme des soins progressifs, les soins ad domicile, 
doivent étre organisés avec la collaboration des services de santé publique existant 
dans la communauté. Ayant son siége a l’hdépital, la section des soins 4 domicile 
étend les services de ’hépital jusque dans les foyers. Quand c’est possible on peut 


soigner certains malades avec succés dans leurs propres maisons, pendant toute la 
durée de leur maladie. 


Personnel 

Dans le programme des soins progressifs, on n’assigne aux infirmiéres et aux 
auxiliaires que la section de leur choix. En plus de l’enseignement spécial sur les 
méthodes et les techniques requises dans chaque section pour soigner les malades, 
un programme d’enseignement en service bien organisé doit étre mis en oeuvre afin 
que le personnel soit tenu au courant des derniers progrés relatifs aux soins infirmiers. 
L’infirmiére soigne enfin en apportant toute sa compétence, sa dextérité et ses con- 
naissances pour créer une ambiance favorable au rétablissement de son malade et 
a l’entretien de la bonne santé de sa famille et de la communauté. 


Résumé 

Le privilége de prévoir un service infirmier dans le cadre d’un programme de 
soins progressifs demande une étude détaillée et beaucoup de dévouement. Le service 
a ’humanité et la préservation de la vie humaine ont toujours justifié l’existence de 
la profession infirmiére. Si ces objectifs furent obscurcis ces derniéres années, ce 
n’est pas la faute de l’enseignement infirmier mais plutét de l’atmosphére hautement 
technique qui entoure le malade qui, a son tour, a éloigné l’infirmiére de son chevet 
pour la transformer en technicienne experte. 


Ce genre de programme de soins progressifs est le projet le plus radical concernant 
le soin des malades. Sa mise en oeuvre aura l’effet immédiat de meilleurs soins au 
malade, prodigués par un personnel compétent et dévoué. II n’est peut-étre pas 
trop fantastique d’espérer que notre expérience pourrait un jour affecter la construction 
des futurs hépitaux canadiens. 
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IS THE CAP STILL A SYMBOL? 


The address given by Miss HELEN NussBAuM, General Secretary of the 
International Council of Nurses, guest speaker at the 62nd Anniversary 
Celebrations in Copenhagen of the DANISH COUNCIL OF NURSES. 


N receiving the suggested title for this address I was also told the reasons why 

it had been chosen. The wish was expressed to receive, if possible, a clarification 
on whether the ethical points contained in the Florence Nightingale Pledge have 
been replaced by legal responsibilities and legislation and, if so, how this has 
affected nursing and nurses. 


May I therefore be allowed to say a few words on these points before answering 
the main question: is the cap still a symbol? 


To my mind the two criteria, legislation and Pledge, have quite different meanings 
and cannot very well replace one another. 


Legislation is the enacting of a law; a legal declaration; an official statement 
approved and imposed by outside authorities and which, in the case of the nursing 
profession, offers legal protection both to the nurse and her responsibilities, as well 
as to the public. The first laws and the enacting of legislation can be traced back to the 
Roman Empire, where we find the first courts of justice; the senate which edited and 
issued the laws and where the rights of ‘citizenship’ and of the individual ‘citizen’ 
were made known and proclaimed. 


A law or legislation is therefore something which is imposed on us and has a 
legal significance which does not directly influence our personal beliefs. 


A pledge is a solemn vow or engagement to fulfil something or to abstain from 
something; a statement which, spoken or unspoken, expresses a moral principle; 
a binding promise which emanates from the individual and from his or her inner 
convictions. It is not imposed on us but we give it of our own free will. 


In the case of the Nursing Pledge this is a moral code; a promise given by the 
individual nurse which applies to her professional activities as well as to her personal 
and moral beliefs. 


Many schools of nursing in different countries use the so-called Florence Night- 
ingale Pledge. This Pledge was not written by Florence Nightingale. It is a modi- 
fication of the Hippocratic Oath and was composed in her honour in 1893 by a com- 
mittee associated with the Farrand Training School of Nurses in Detroit, the chairman 
being Mrs. Lystra Gretter, R.N. The Pledge was first taken there in 1893 by a group 
of graduates. In 1936 the Pledge was changed and copyrighted by the Alumnae 
Association of the Farrand Training School of Nurses, and it is now mainly used 
in this new composition. 


If the Nursing Pledge is a moral, personal necessity, a code of honour and 
integrity, nursing legislation has become a necessity not only in view of protecting 
the legal responsibilities of nurses, but in affirming the profession within its rights, 
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of ensuring its development and its increasing importance in all fields of health, of 
promoting the status of nurses on a national level, and safeguarding the public. 


A legal Act should not replace the Pledge, because of the inherent difference 
between their basic and objective principles; the one in protecting the legal 
responsibilities of the profession; and the other in representing a moral code, an 
individual promise pronounced before God, being the expression of the spirit of the 
nursing profession as a vocation as well as a profession, and the two must be united. 


If student nurses and nurses are taught the advantages and necessity of having 
nursing legislation as a legal protection for their responsibilities and duties, should 
not the moral importance of the Pledge or of the International Code of Nursing 
Ethics be similarly better stressed and taught in all schools? If the same importance 
is attached to both legal responsibilities and the Code of Ethics, clearly keeping in 
mind the fundamental differences of their objectives, they should neither replace 
nor cancel each other. Both have their value in the modern world. 


And now .. . Is the cap still a symbol? 


The answer to this question is not as easy as it may seem at first. It cannot be 
answered by simply saying ‘ yes’ or‘ no’. The cap is becoming a contestable point, 
a subject of discussion of the individual and of the nursing schools, and the last word 
of this chapter has not yet been definitely pronounced so far. 


Let us first try to find out whether a link can be traced between the cap or bonnet 
and the word ‘ symbol ’. 


The origin of the word ‘ symbol’ is to be found in the Greek language and is 
generally regarded as representing or recalling something by association in fact or 
thought. 


In the land where this word originates, it is an accepted, strictly carried out custom 
that women in the rural mountainous areas and in the provinces always have the 
head covered, sometimes with a bonnet, more often with a large coloured hand- 
kerchief, which is wrapped round the neck in a way so as to cover the mouth. This 
special head-wear is not merely a capricious fashion. It has a very special meaning 
and even the colours have a different symbol and stated reason. It is a custom adopted 
through generations, an accepted symbol, a respected legacy passed on by family 
ancestors. A white handkerchief covering only the head is generally worn by young 
girls as a symbol of purity and innocence. A bright coloured handkerchief tied in a 
way to cover the mouth is worn by married women. It symbolises marriage, the 
promise given, the symbol of belonging and being linked to somebody, a dedication 
to a life which no more belongs to oneself (thus the covering of the mouth), a symbol 
of a definite social status. The black handkerchief is worn only by widows as a 
symbol of sorrow and renunciation. 


This same custom may be found in other countries too, but I believe the meaning 
is the same everywhere. In the German language there is also a saying that when a 
girl gets married she ‘ comes under the bonnet ’. 


The religious orders, too, have the veil or the cap. It is worn differently and has 
a spiritual origin signifying the spititual marriage; the symbol of a vow, a promise, 
a special dedication which separates the status of the wearer from other women, 
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In the land where this word originates, it is an accepted, strictly carried out custom 
that women in the rural mountainous areas and in the provinces always have the 
head covered, sometimes with a bonnet, more often with a large coloured hand- 
kerchief, which is wrapped round the neck in a way so as to cover the mouth. This 
special head-wear is not merely a capricious fashion. It has a very special meaning 
and even the colours have a different symbol and stated reason. It is a custom adopted 
through generations, an accepted symbol, a respected legacy passed on by family 
ancestors. A white handkerchief covering only the head is generally worn by young 
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from the ordinary social life, and from the free individuals. The cap, bonnet or veil, 
was and still is now a special symbol accepted and worn as something sacred or 
cherished, as an outward sign of an inner vocation, of a vow taken and of a promise 
given; a symbol which places the wearer in a specific category of individuals, demand- 
ing respect and recognition by society. 


Mlle. Bihet, a former President of the International Council of Nurses, in her 
book on The History of Nursing, quotes a paragraph from a French poet who in the 
17th century was inspired by the white bonnet, called ‘la cornette’, worn by the 
nurses of the Order of St. Vincent de Paul. He calls the veil an heroic symbol which 
has been, and will always be connected with the anxieties, fears and apotheosis of 
history. In times of wars, epidemics, revolutions, storms, when everybody thinks 
only of escaping, of hiding in cellars and shelters, the veil appears on the sides of 
stretchers, the dove of the Arch of the trenches and barricades. 


In the field of nursing it is needless to relate the history of the number of various 
periods, orders and people who have passed through the centuries. Let us only go 
back as far as the Crimean War, when Florence Nightingale left for Scutari with 
38 nurses. 


Their uniforms consisted of ‘a grey tweed dress called a wrapper, a grey 
worsted jacket, a short woollen cloak and a plain white cap’. The uniforms had 
not been designed to make the wearer look attractive. 


In the book on Florence Nightingale by Mrs. Cecil Woodham-Smith, we find 
the following paragraph: 


* Miss Nightingale never for a moment lost sight of the fact that the object of her 
mission was to prove the value of women as nurses, but, unhappily, no difficulties 
with doctors or purveyors were as worrying or as discouraging as her difficulties with 
her nurses.” 


In one of her letters to Dr. Bowman, written from Scutari in November 1854, 
she gives an example of the kind of question which had to be adjusted in the midst 
of appalling horror: 


‘I came out, Ma’am, prepared to submit to everything, to be put on in every 
other way. But there are some things, Ma’am, one can’t submit to. There is caps, 
Ma’am, that suits one face and some that suits another; and if I’d known, Ma’am, 
about the caps, great as was my desire to come out to nurse at Scutari, I wouldn’t 
have come, Ma’am.’ 


Nevertheless two heroic figures emerged from Crimea and inspired Florence 
Nightingale—the soldier and the nurse; the first as a symbol of heroic discipline, the 
second as the symbol of devotion and dedication. 


The white cap became the symbol of the nursing profession. With its many 
shapes, sizes and patterns adorned with ribbons, bows, pleats and laces, it showed 
distinction, it gave public protection, it inspired respect, it meant a specific vocation, 
it was the symbol of a personal sacrifice in order to take care of the sick and the 
wounded, a sign of comfort to those who suffered. Furthermore its practical objective 
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was to cover the hair to ensure cleanliness, avoid infection and give the appearance 
of neatness and distinction. 


Is the cap still a symbol today, when it is worn by any category of hospital 
personnel? Although with the evolution of time, customs and beliefs it has lost the 
profound meaning it had in the past, it should still retain its symbol of distinction, 
of dedication and of a specific humanitarian profession. 


It is true that the cap has become a part, an accessory to the nurse’s uniform, 
but in all countries it still upholds the status of the nurse; it specifies the school in 
which the nurse has trained. The size has diminished, the shape is inspired by the 
tastes and variations of fashion, hair styles and hospital traditions; it is worn at all 
angles on the head, and in most cases it no more covers the hair. But it still belongs 
to the nursing outfit; it is still an integral part of the uniform; cherished by many; 
accepted by others; and contested by some. 


I have recently read in a nursing journal an outspoken opinion from a nurse 
concerning the cap or veil. She writes: 


* The veil is certainly most becoming, yet opposition to abolishing it would not 
be so great today as in the past. Veils are hot, bad for the hair, difficult to manage, 
and could well be done away with, as could all forms of headgear. If a theatre veil 
is worn where surgical techniques are performed, there is no purpose in these ugly 
and antiquated caps. Nurses are the only ones who nowadays are inflicted with these 
Edwardian and Victorian atrocities.’—This is the opinion of a 20th century nurse. 


Is the cap still a symbol? 


A definite answer has almost become a challenge: in the different countries, their 
training schools and by the individual nurses. 


For some it has become an anachronism, for many it is still an essential and 
cherished symbol of an honoured and honourable profession. 








Have you a copy of the 


INTERNATIONAL CODE OF NURSING ETHICS 
For framing (size 16 x 11 inches) Price 2 shillings (or $0.30) 
Pocket size — 2 shillings (or $0.30) per dozen 
Obtainable from: 
INTERNATIONAL COUNCIL OF NURSES 
ICN House, 1 Dean Trench Street, Westminster, London, England 
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Looking around the World" 


with IRENE H. CHARLEY 


Occupational Health Nurse and ‘ Old International’ 


ParT II 


N the journey from Sydney to Melbourne a detour took me to the Snowy 
Mountains Scheme which is constructing large reservoirs to regulate the 
Eucumbene, the Murrumbidgee and other rivers, and the building of power stations 
along the route. Australia is the driest continent in the world, over one third of its 
area being desert with an annual rainfall of ten inches or less. This scheme is the 
largest civil engineering project ever undertaken in Australia and involves the con- 
struction of 9 large dams, 11 power stations, over 100 miles of tunnels, 80 miles of 
aqueducts and hundreds of mountain roads in rugged alpine country. It was along 
one of these rough roads we drove to find the nurse at her station above the snow line. 
To work in this high altitude she is paid £1 a week extra; but I was puzzled to know 
why her salary was reduced when a doctor was appointed. If it is considered she 
has more responsibility when alone, she must have more follow up work if a doctor 
is available and therefore her opportunities are greater. 


Occupational Health Nurses 


Next came Melbourne and so much has been written about the Congress that my 
recollections will deal chiefly with the following week, when I was interested to meet 
sO many occupational health nurses at work and at play. By a happy coincidence 
it was the 50th anniversary of industrial nursing in Victoria and a dinner in my honour 
was enjoyed by many nurses and others connected with industry. It is significant that 
the insurance world first recognised the value of nursing among their sick policy- 
holders by appointing their first nurse in 1911. 


In 1931 an Australian nurse studied industrial welfare in England and returned 
to work in Melbourne. In 1933 Miss Vicars-Foote of the Temperance and General 
Life Assurance Society read a paper at the International Council of Nurses Congress 
in London on ‘ Unemployment Insurance for Nurses’. On her return she called 
together all insurance and industrial nurses and they decided to form the /ndustrial 
and Insurance Nurses Association. Since its inception the Association has always 
worked closely with the Royal Victorian College of Nursing and has been specially 
interested in the international nursing affairs. Violet Elliot of Holeproof Ltd. and 
Robin Benton of the same company, attended the 12th International Congress on 
Occupational Health in Helsinki, and in 1954 Elizabeth Oxer studied Industrial 
Nursing in England at Birmingham Accident Hospital. She is now in charge of the 
work at General Motors, Holdens, at Dandenong. Here we have an outstanding 
trio of leadership who, together with many other loyal members, are working towards 
a deeper recognition of the work of the nurse in industry. 


Crocodiles and Petroleum 


Flying on to Brunei in Sarawak, Borneo, | was the guest of the Shell Petroleum 
Oil Co. and saw a complete hospital, industrial and public health service in operation 


*The first part of Miss Charley’s account of her world tour and some photographs appeared in 
the October issue of the Jnternational Nursing Review. 
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for the company’s staff, working side by side with Government service. British sisters, 
assisted by native nurses were responsible for a high standard of work which in such 
a far away part of the world was encouraging. In Brunei the people live in houses 
built on stilts and since the war, when Johnsons outboard motors were introduced, 
everyone darts to and fro at high speed. The mothers come to the clinic, the children 
to school and the midwife rushes off to her case in motor boats. It is all very 
picturesque. Behind the scenes however, the Safety Officer is responsible for keeping 
the district free of crocodiles and snakes. In an area where millions a year from oil 
are paid in royalties to the Sultan not one drop could be seen, so tidy and unobtrusive 
were the miles of pipe lines through which the precious oil was flowing. 


On again to Hong Kong and its teeming masses of refugees. Here my imagina- 
tion was at fault because I found nearly all have now been housed in vast blocks of 
rooms. To be eligible for a room the family must number at least 10. I was fortunate 
to know Ella Jorden who is with the British Red Cross in Hong Kong, and together 
we were shown the progress being made by the Social Welfare Department. 


Through the outstanding success of World Refugee Year and the co-operation 
of many international organisations, on the flat roofs of these high tenements some 
cultural influences have been established. There are schools and libraries, games 
rooms and mothers classes, day nurseries and workshops, all combining to give 
some outlet to the masses existing below. The Chinese are so industrious that before 
long a telephone is installed in the corridor, the family have a shop on the pavement 
and life begins for them once more. The question is, how long can this continue. 
Hong Kong is a prosperous British Crown Colony and a magnet for those who have 
money to spend on pearls, precious stones and exquisite handwork. The nursing 
tradition is built mainly on the British pattern. 


In Thailand 


BOAC safely brought me 1,100 miles to Bangkok and from the air could be 
seen the bright green paddy fields and a vast network of waterways which traverse 
this flat country. It was very hot and humid and mosquitoes were trying. The canals 
running each side of the wide streets are being filled in and wider streets still are 
thus emerging in this modern oriental city. The Thai folk are happy and appear to 
have no cares. They are well fed and though primitive methods such as ploughing by 
water buffalo are still used, farming produces rice and tapioca for export. Fruit and 
vegetables are also cheap. Thai silk, on sale in London at 52 shillings a yard, is 
made in overcrowded factories employing women who work their looms with one foot 
and rock the cradle up in the roof with the other. There is no room anywhere else 
for the baby. Thailand possesses an abundance of treasures in its Buddhist temples; 
the little Emerald Buddha is a priceless gem. I was a guest at the Chula-longhorn 
Hospital, an activity of the Thai Red Cross, where Tawin Dutiyabodhi is Matron 
and was charmed to be present at the graduation ceremony, when a large group of 
smartly uniformed nurses received their diplomas from the Queen Rambhai Barni. 
Another activity of the Red Cross is the Snake Farm from which serum is sent all 
over Asia. On alternate weeks the Society is responsible for repatriating hundieds 
of political prisoners from a battle front not far away, Red Cross doctors and nurses 
supervise this operation. 


There is one cigarette factory employing industrial nurses in Bangkok. This is a 
Government monopoly and a take-over from the Imperial Tobacco Company. A 
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complete health and hospital service is provided free of charge and the company is 
proud to tell that no one is dismissed if automation makes a worker redundant. 
Employment is always found for them. 


I wanted a summer skirt in Bangkok and was taken to a dress-making shop. 
* Oh yes, would Madam wait? It would take twenty minutes.’ Madam declined this 
speedy service but returned next morning and the skirt, complete with hand-made 
buttons and button holes, was ready; all for ten shillings. But the skirt gave no pleasure, 
for sweated labour in overcrowded rooms oozes from each stitch and seam of that 
garment. To an occupational health nurse such conditions cannot be justified. 


*‘O.Ls’ in Delhi 

Once more on the wing to Delhi where the thermometer rose to 114°F. It was 
good to see the work of the Trained Nurses’ Association of India and its President, 
Edith Paull who is tireless in her endeavour to introduce, through the Indian Red 
Cross, home nursing classes. Other Old Internationals there were Miriam Korah 
and Beryl Dawson at the Lady Hardinge Hospital. Both are little women in big 
positions in India. 


To see Delhi in 5 days is impossible, but there remains a vivid memory of a 
bygone greatness and of a splendid inheritance which had been rescued from decay 
by the British and this tradition, in some directions, is being carried on. New Delhi 
is a conspicuous example of good town planning, wide tree-lined avenues and gardens 
taking pride of place. But the drive to Agra in the early morning, a distance of 124 
miles, leaves a vision of real India; of the villagers rising from their flat-roofed houses 
where sleep is only possible in the heat, of the stately women walking single file over 
the fields from the wells bearing water pots on their heads; of the patient camels 
looking disdainfully around and the slow bullock carts off to market. 


The Taj Mahal has been called a ‘ dream in marble’, and at dawn when I saw 
it and again in the setting sun, no words can adequately describe its ethereal beauty. 
This shrine was built by Shah Jahan to treasure the remains of Mumtaz Mahal, 
his beloved wife, who died in childbirth. Commenced in 1631 it took seventeen 
years to build. 


Nursing in India presents a new approach to an old problem. Women are 
becoming emancipated and the Universities are attracting the right type and offering 
degrees which appear to be the goal that all Indian youth is striving for. 


This may be India’s immediate need but still the teeming masses need bedside 
nursing care. Who will give this? The public health nurse plays an outstanding part 
today in family planning education and in this way they provide a vital service which, 
above all others, Indian women need and deserve. In East Pakistan brave efforts 
in this direction are also being made, for over-population is their biggest problem. 
Recent legislation allows a woman, if she has had four children, and two are boys, to 
take steps to prevent further pregnancies. Results are already being observed among 
the educated section ; how to reach the others is a challenge for the public health nurse. 
A male social worker pointed out that with mass unemployment, illiteracy and few 
opportunites for sport, some sections of the male population have little to do but 
engage in sexual activity. , 


Problems in Pakistan 


Pakistan has many cotton mills and [ was fortunate to see one employing 300 
women. However, the engineers were busy installing the latest automatic spindles 
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from Lancashire which would turn hundreds out of work. Pakistan needs work, not 
automation. Speaking generally, industrial legislation follows the English pattern 
but Pakistan’s problem is how to enforce the law. The larger mills employ a health 
visitor to look after the women. Tribesmen from the wild untamed Khyber Pass 
and surrounding mountainous areas come to a Mission Hospital at Peshawar for 
eye surgery, mainly for cataract, which is a common condition. They will not be 
separated from their rifles (for family feuds take up much of their time) and these 
lie across the bottom of the beds. The legs of the bed are put into the patient’s boots 
for safe keeping. This hospital has no sewage or water system, and one steriliser 
only. Neither has it sepsis! Where have we gone wrong with our elaborate hospital 
planning? It was here in this Mission that a feeling of great humility overcame me. 
In the West we have so much, but in Peshawar there is so little except the staff’s 
unshakeable faith and dedication to their high calling. In the Spring camel caravans, 
maybe a hundred long, come down from Afghanistan to trade with Pakistan and the 
hospital is very busy, as patients are brought along too. It was from this hospital 
that Mrs. Starr, now Mrs. Underhill, was asked by the British Army to try to rescue 
Mollie Ellis, the daughter of an Army officer, who had been kidnapped by the hostile 
tribesmen. She went alone and unarmed and brought the girl to safety. 


Land of Surprises 


Iran, the land of Cyrus the Great and Darius the Great who 2,500 years ago 
extended the Persian empire from India to the borders of Mongolia, to Egypt and the 
Danube, was my next stop. I was the guest of Miss Janet Watt, Matron of the 
Royal Ashraf School of Nursing, Teheran. Here a modern nursing school staffed 
by British sisters, supervises students in the adjoining university hospital. As its 
name implies this school was the inspiration of the dynamic Princess Ashraf who is 
the twin sister of the Shah. So many surprises awaited me. Persia is mountainous 
and largely desert, water is its urgent need. Wells are being sunk by modern machinery 
but the old way, still to be seen, is to use boys of eight, helped by a donkey and wheel, 
who drag goatskin bags through the channels to keep them from silting. Scattered 
everywhere were the remains of villages, deserted because the wells have dried up. 
To see medieval Iran required a 300-mile bus drive through the desert to Isfahan. 
Here, like an oasis in the desert is a large city where 30,000 workshops, only 20 or so 
feet square employ 100,000 skilled artist craftsmen who work in copper, silver, 
gold, enamel, wood, hand printed cloth and priceless miniatures. Small children of 
six are taught to make the Persian carpets while the pattern is droned by the overseer 
in a sing-song voice. 

The most beautiful Mosque in the world, Lutfullah Mosque, is in Isfahan. 
Inside the dome, windows of exquisite beauty are surrounded by thousands upon 
thousands of coloured mosaic tiles set in numberless patterns. Minarets and domes 
against the turquoise blue sky of Isfahan is something never to be forgotten. 


Through Turkey and Greece 


Next stop Istanbul the magic city, enthroned on seven hills below which the dark 
swift waters of the Bosphorus separate Europe from Asia. It has been continuously 
a metropolis for 2,000 years, longer than any other city in the world. St. Sophia is 
generally recognised as one of the greatest temples ever built but was converted into 
a museum by Atatiirk. Selimiye Barracks, Scutari, is a Mecca for any nurse visiting 
Turkey, for here Florence Nightingale worked during the Crimean War. The same 
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old wards are there with half circle windows, the four towers, one at each end of the 
rectangular building and the same blue Bosphorus over which she must have looked 
to Istanbul. But what a transformation. It is now a Military Academy for over two 
thousand young Army officer cadets, and the Commandant was proud to show the 
modern occupational health service provided to look after so large a community. 
Accommodation for doctor, nurse, dentist and pathologist has been adapted from 
one of the long wards. One floor has been removed to make a modern lecture 
theatre from which can be seen the original green door of room No. 12 in the tower 
where Florence Nightingale worked. The few relics which remain are carefully 
preserved by the Army authorities and amusing stories, which have not appeared in 
the history books, were related by my guide. 


It was good to see Mrs. Bengisu, the Director of the Red Crescent School of 
Nursing and Mrs. Seden who has been so active in plans for the Florence Nightingale 
Schools of Nursing and Hospitals Foundation. This Foundation came into being 
to mark the Centenary of the arrival of Miss Nightingale in Istanbul in 1854. 


My time in Turkey was too short, there was far more to see in the commercial 
part of the city for Eastern Bazaars exert a magnetic influence on any traveller. 
Carpets were more colourful than in Persia and hand beaten copper and silverware 
was there in profusion to tempt the visitor. Perhaps Western influence made it more 
difficult to find a bargain than in the East. 


Then on to Greece. How can an impression of the glories of this great country 
be compressed into a few sentences? Guide books tell of the ancient history of the 
birthplace of civilisation but my memory is of a spirit of sacrifice and stubborn 
endurance born of nine years of war and enemy occupation since I last saw my friends. 


As a guest of the Greek Red Cross School of Nursing in Athens where Mary 
Eleftheriou is Director, so ably assisted by many Old Internationals, no opportunity 
was missed to show me the rapid development of nursing and other services in Greece. 
Visits to many hospitals and rural health service in Aracova, near Delphi, as well as 
to the opera, a symphony concert, a Greek tragedy at Epidaure, the oldest amphi- 
theatre, set amid cypress trees and surrounded by ancient olive groves and a weekend 
cruise among the Aegean islands, were all packed into three busy weeks. All are 
remembered because of the happy companionship of so many hostesses. 


FNIF Honoured 


There is a large group of Old Internationals in Athens and to Miss Messolora, the 
first Greek student coming to London in 1921, the inspiration of so much of the 
development of nursing in Greece is due. At a dinner in my honour she had invited 
many leaders from other hospitals and His Excellency Charles Georgacopoulos, 
the President of the Greek Red Cross and one-time Prime Minister, who is also 
an honorary member of the Old Internationals Association. Imagine my surprise 
when he asked me to accept on behalf of the Florence Nightingale International 
Foundation the highest award of the Greek Red Cross—the Gold Medal. The 
citation reads—‘ This diploma with the Gold Cross is awarded in gratitude for what 
you have done for the Greek Sisters who have helped so greatly in the development 
of nursing in Greece’. To those readers who are not familiar with the past work of 
the Florence Nightingale International Foundation, which is now associated with the 
International Council of Nurses, it should be explained that the Old Internationals 
Association of Florence Nightingale Scholars and Fellows is an Alumnae Association 
of the FNIF, the student having been awarded scholarships and sponsored by the 
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National Florence Nightingale Committees in their own countries. There are approxi- 
mately 400 members from 41 countries and their common object is to be, through 
their work, a living memorial to Florence Nightingale. 


Old Internationals 

During my world tour I met 50 Old Internationals in addition to the large party 
of 88 who were at dinner in Melbourne when the President, Mavis Avery, welcomed 
them. That Alice Clamageran of France, the new President of the ICN should be 
an Old International is a matter of great pride to the Association. It should be said 
that meeting so many members all over the world there was much discussion about the 
Association and its relationship to the FNIF and its future activities. Disappointment 
was felt by some that the original object of the memorial to Miss Nightingale is not 
being carried on. Others felt a new approach should be made so that the memorial 
could become more alive and active in countries which most needed it and where 
funds are not readily available for Florence Nightingale Scholars. It was stimulating 
that thinking along these lines was so constructive and it is a challenge to the 
Association to consider carefully so important and far reaching a matter. 

Perhaps the watchword given by the retiring President of the ICN at the end of 
the Melbourne Congress which was ‘ Inquiry ’ could be an ICN activity in the coming 
years—to inquire into the whole question of a suitable memorial to Florence 
Nightingale. 

By this time—ten months after I sailed away, my Homeland was calling me. 

It is a tremendous privilege to be a nurse with so many international friends and 
such a tour has made very real to me the urgent needs of some of those countries 
less privileged than my own. 

London, August, 1961 
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SUPERVISION IN NURSING 


EVELYN MATHESON 
WHO Senior Nurse Educator, Khartoum Nursing College 


Extracts from a paper presented at WHO Regional Seminar on Nursing, Lahore, Pakistan, 
November— December 1960 


UPERVISION In NursiInc—A SOcIAL PROCESS OF DEMOCRATIC LEADERSHIP. It 
sounds good, but what does it mean? 


It is intended that this question will be answered as the theme is developed, but 
introductory definitions will help to focus our thinking. 


What is supervision in nursing? It is a process of leadership designed to improve 
the quality of nursing care, through developing the skill and knowledge of personnel, 
co-ordinating their activities and promoting their welfare. 


Why call it a social process? Because it involves the actions and relationships 
of a social group: a group which is organized for the purpose of the progressive 
betterment of the care given to the patient; a group in which the supervisor, with her 
special knowledge and skills, stimulates and assists her associates to reach their 
common goal. 


How democratic leadership? Through providing conditions under which all 
personnel participate actively and to the best of their ability in planning, in the 
solution of common problems, in the execution of the programme as planned; through 
the encouragement and recognition of leadership in others. 


Supervision is primarily concerned with personnel—with stimulating their interest 
and increasing their ability in giving better nursing care—but it is also connected 
with administration which it supports, interprets, and whose support it enlists; 
it spreads effectiveness and shares those of its duties and responsibilities which make 
for the betterment of personnel performance. 


Who are the supervisors in nursing? All who stimulate and promote the develop- 
ment and welfare of personnel, towards the betterment of patient care. Included 
then can be the Director of Nursing Service (the matron), the Director of Nursing 
Education (the principal tutor), the Public Health Nursing Supervisor, the Area 
Supervisors (the assistant matrons), the Nursing Instructors (the tutors), the Head 
Nurses (the ward sisters) and, where team nursing is in effect, the Staff Nurses. 


For the purpose of this study, the activities of an area supervisor shall serve as 
an example :— 


It had been a busy week, and Miss A is so tired that she would consider consulting 
her physician if her annual medical examination had not just showed that she was in 
excellent health. But the next day, her day off, she will spend at the sea with her 
family and in the evening, will attend a concert with a friend. 


She reviews briefly her planning for the coming week for she has learned that for 
effective functioning a leader starts with a tentative, recorded plan. 
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Miss A, the nursing supervisor in a three-ward medical unit is directly responsible 
for the activities of the three head nurses and their staffs in three forty-bed wards 
providing for the care of men and women. 


Take a look at the highlights of Miss A’s planning for the next week. 


She has scheduled a meeting of the group which has been formed at the request 
of the Nursing Procedure Committee to work on revision of the form used for 
keeping Nurses’ Notes and on the procedures for kidney function tests. This 
same group is working on standardizing the routine of the three wards in regard 
to the collection of all specimens. 


There is to be a further conference on the possibility of introducing team nursing 
in the unit. The head nurses continued to show some resistance to the idea, the 
staff nurses were anxious about the suggestion that they might rotate through 
the different wards of the unit, rather than being permanently assigned to one. 


There is further work to be done on the paper The Functions and Usefulness of 
the Ward Clerk, which Miss A and the head nurse on Ward X are preparing 
for the district meeting of the professional nurses association. Miss A had 
asked this head nurse to work with her on this paper because she showed the 
most resistance to the introduction of ‘team nursing’, just as she had when the 
appointment of ward clerks was first discussed, also she has so far not 
contributed as much to the operation of the overall unit, or to nursing in general 
as had her colleagues. 


There is to be a meeting in relation to the professor of medicine’s desire to start 
his weekly ‘ grand rounds’ at 9.0 rather than 10.0 on Wednesday mornings. 
The professor has agreed to meet Miss A, her head nurses, representatives of 
the staff nurses group and the heads of the housekeeping and dietary departments, 
to discuss the problems involved in such a change. 


There followed a more detailed description of the busy and varied week’s work of 
a medical nursing supervisor, on which the following findings were based—Editors 
Note 


Supervision in Nursing 


Supervision is not a function of inspection, overseeing, directing or superintend- 
ing but rather a co-operative undertaking in which all the staff involved participate 
actively in a programme of improving the services rendered to their patients: a social 
process of a number of people working together to achieve a common purpose; a 
process which is enabled by the supervisor, an individual capable of so performing 
because of her knowledge and understanding of human behaviour, of the social 
situation, the functions of nursing, the policies, procedures and organization of the 
hospital administration. 


A Social Process 


In essence it is the interaction between and among the participants which is 
aimed at the satisfaction of purposes, needs and interests; which brings about changes, 
which are only accepted so long as the individuals and the group believe them to be 
of value; this eventually results in the development of new goals, of greater insight 
and knowledge and involves relationships which are delicate and difficult to manage. 
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Democratic Leadership 


The supervisor, in giving democratic leadership, recognizes the personal worth 
and respects and the dignity of each individual; 


is aware of the abilities of each individual, of the role played by each, and seeks 
to provide opportunities for the best expression of each personality; 


recognizes and accepts individual differences; 


works on the assumption that all individuals and also the group, are capable of 
growth; 


has faith in the power of the individual and the group, to solve problems; 


strives for the maximum development and satisfaction of the individual and the 
group; 


aims at establishing and maintaining effective working relationships between all 
personnel; 


attempts to develop in all an acceptance of obligations, while recognizing their 
rights; 

provides for the active and co-operative participation of all in the solution of 
common problems, in planning, in the conduct of the programme; 


recognizes and stimulates leadership in others; fosters initiative and self-direction; 
uses group discussion, deliberation and decision for solving problems; establishes 
an atmosphere permissive to free expression of opinion, to full contribution; 
serves as a resource person; assists in co-ordinating the efforts of all in the group. 
uses all resources to solve problems and to reach objectives. 


Effective Functioning 


The supervisor starts with the recognition that effective functioning is dependent 
on a clear conception of the work to be carried out. To this end, she sets up a well 
planned programme: 


Providing for the orientation of personnel 


Definite responsibilities, with commensurate authority, are delegated according 
to ability along clear, unambiguous lines 


Providing all facilities for operation and co-operation 
Endeavouring to ensure uniformity of techniques 
Supporting and interpreting policies and prodecures 
Providing for clear channels of communication 


Allowing for continuous analysis of the situation, revision of objectives, tech- 
niques, methods and for re-allocation of duties to meet changes. 


To achieve improvement in nursing care, and fulfill her function, the supervisor has 
included: 


Direct observation 
Demonstration of desirable performance 


Staff participation in the ward teaching programme, in co-operative planning, 
in formulation of ward policy 


VoL. 8, No. 6. NOVEMBER/DECEMBER, 1961 55 











The preparation and use of instructional materials 
Individual and group conferences 

The orientation of new personnel 

Group participation in problem-solving 


In-service education, course work for personnel in se rvice, participation in activi- 
ties of the professional organization 


Promotion of public relations and the provision of social contacts 


Required of a Supervisor 


A real understanding of her own functions and of her place in the hospital 
organization ; 

A thorough knowledge of nursing problems, programmes and practices 

An understanding and acceptance of organizational policies and procedures 

An understanding of individual behaviour, of group behaviour and interaction 


A knowledge of the processes of learning, of growth and development—in the 
individual and in the group; a knowledge of effective educational practices. 


She is a skilled nurse practitioner; has the ability to plan and organize; is able to 
interpret, explain and modify nursing techniques and demonstrates competence in 
stimulating, leading and co-ordinating the activities of individuals and of groups. 


Her personal qualities are those of leadership: she has something to give that is 
greater than those whom she supervises; she inspires confidence by her ability and her 
high expectations; she thinks clearly and purposefully; her enthusiastic interest and 
her co-operation engender these qualities in others; she is friendly and sociable 
without being intimate; she shows her acceptance of her obligations through loyal 
service, adherence to policies and accepted practices, participation in community and 
professional activities, promotion of her own professional growth; she recognizes 
the need for good personal health, for recreation and relaxation; she has a sense of . 
purpose and direction. 
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THE ROLE OF THE NURSE IN A 
CHANGING SOCIETY* 


by DOROTHY pe LOOFF, WHO Nurse Educator, Dacca. and K. MOWLA, Matron, 
Dacca Medical College 


HE traditional concept of the role of the nurse is the care of the sick in hospitals 

and in the homes of patients. At the beginning of the 20th century nurses were 
poorly prepared. Many did private duty in homes. These nurses were by and large 
dedicated to the care of the sick; however, some were of a low moral type interested 
essentially in personal gain. They were on duty around the clock, with “ a little time 
off ,” for sleep and recreation at the convenience of their employers. Special duty 
nursing in hospitals was rare. There was a great dearth of well equipped hospitals 
at that time. Moreover, people believed that when there was no hope of recovery 
at home, the patient could be sent to the hospital, to die. The very idea of sending 
people to hospital was dreaded by the relatives. As a result, private duty nurses 
had abundant opportunity to establish themselves and gain the confidence of the 
public. These nurses had an opportunity to know their patients and their families 
because severe illnesses, such as typhoid fever and pneumonia were followed by 
long periods of convalescence. In fact all serious illnesses required long periods 
of convalescence. Skill in caring for these conditions was an important criterion of 
good nursing. As there were no miraculous antibiotics, prevention of undue strain 
on the heart in pneumonia and of relapse in typhoid fever was dependent upon nursing 
care, and so too, was to a large extent the ultimate recovery of the patient. Nurses 
who specialised in obstetrical nursing usually accepted engagements for a period 
of 1 to 3 months. Their success was measured according to their ability to adapt 
themselves to conditions in the homes and the care of the mother and infant, and 
thus the intelligent and well-informed nurses exerted considerable influence among 
the families and, friends of their patients. But public opinion about nursing was 
also adversely influenced by the poorly prepared nurses who were only taught 
procedures associated with various types of treatment because the system of training 
did not stimulate thinking about the reason for such treatments. Because of this 
inadequate preparation, nurses knew little about the true value of nursing care and 
consequently their efforts were directed only towards the physical care of the patients. 
The numerous other needs of patients were not recognized, or if recognized, the nurses 
were unable to cope with them because of their lack of knowledge and the pressure 
of duties. Also social conditions created mainly by ignorance, poverty, over-crowding 
and superstition presented a considerable obstacle. 


Scientific discoveries in medicine as well as social studies and a raised standard of 
living have brought about changes in the role of the nurse. 


Anaesthesia and advances in the fields of bacteriology and pathology have greatly 
developed the field of surgery whilst science has reduced the incidence of typhoid 
fever, malaria, yellow fever and other communicable diseases. Improved treatment 
for patients has led to an increased number of hospitals and these changes have 


*Extracts from a paper presented at the WHO Regional Seminar on Nursing, Lahore, Pakistan, 
November/December, 1960. 
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created problems for nurse educators who try to prepare nurses to meet the total 
range of needs in nursing services. 


Certainly, nurses have contributed an important part towards the achievements 
made in the field of health. They work in hospitals, public health fields, and partici- 
pate in the teaching of health principles in homes, schools, hospitals, industry, 
clinics and health centres. They also assist in disease prevention, health promotion, 
rehabilitation and the more technical aspects of patient care, and aid the less highly 
skilled worker in carrying out her duties. It became necessary to plan the nursing 
curriculum to meet the needs which arose from these changes. 


Institutions for the education of young women as nurses had to be established. 
Since poor nursing defeats even the best medical advice, and good nursing often 
supplants bad advice, the importance of nursing care cannot be over-emphasized. 


The need for reform in the care of hospitalized patients is the first step in the 
evolutionary process. It is really a difficult task to prove to unwilling minds that 
trained nurses are more capable than the untrained. The school of nursing has 
to prove its usefulness and be prepared to face opposition from influential people. 
The school of nursing cannot survive until nurses are firmly established and able to 
secure the interest and support of doctor and patient alike. Owing to the varying 
cultural patterns there is still a shortage of the right type of recruit to nursing in many 
parts of the world. Many people still believe that the best place for a woman is in 
the home, and women who work outside the home are not respected. It is thought 
that the need of money is the only reason for women to come out to work. This 
idea stands as a stumbling block to progress and it is for this reason that many women 
of the right calibre hesitate to come out and work for their country. As it is thought 
that nurses can best establish themselves by their efficiency and thus secure the support 
of the physicians and general public. It seems essential that excellent nursing schools 
should be established. 

The Situation Approach is used by nursing instructors to introduce the 
student to problem solving methods in nursing and to develop in her an awareness 
of the needs of the patient and his family. It is the nurse educator’s responsibility 
to study the health needs of people so as to be able to ascertain the knowledge and 
understanding required by the students to meet the individual needs of their patients. — 
Early in the student’s experience, planned supervised observations with some participa- 
tion in out-patient clinics and public health agencies, will help her to develop an 
understanding and an appreciation of the physical, psychological and social needs 
of patients, their families and communities. 


Student nurses in this part of the world are considered to be workers rather than 
students. They are taken to the wards very early in their training where the head 
nurse is usually too busy to spend time in explaining the principles of nursing care to 
them, and are almost immediately expected to follow the ward routine with little 
guidance or supervision. Thus they lose their best chance to learn to care for patients 
as individuals and without guidance are unable to identify their true role. Confronted 
by this situation nurses are handicapped in several ways: lack of status, unfavourable 
social attitudes toward nursing, undesirable conditions of employment and, as a 
result, a shortage of the right type of nursing candidate. Being decply conscious 
of the danger of poorly prepared nurses to society and to the profession, the nurses 
of Pakistan, under the aegis of the ‘ Trained Nurses Association of Pakistan ’, in 
1949 stated their functions to be: 


1. To protect and elevate the profession of nursing. 
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To uphold the dignity and honour of the profession. 
To promote a corporate spirit among all nurses for their common good. 
To enable nurses to discuss problems affecting nursing. 


To provide a medium whereby nurses can express themselves and their 
wishes in regard to legislation affecting nurses. 


6. To collect, publish and distribute among nurses and others up-to-date 
information on nursing in all its branches. 


7. To take steps which may be necessary to improve the status of nursing. 


8. To devise means and methods to attract suitable applicants to the nursing 
profession. 


2. 
3. 
4. 
5. 


It seems imperative that all nurses be stimulated to work steadfastly to further 
the functions of their own organizations which should serve as a means to an end. 


The elevation of nursing to professional status has largely been brought about 
by the progress in medicine. This is significant. Most physicians and surgeons now 
appreciate that blind obedience to orders is not enough, but that skill and a high 
degree of intelligence are essential for the handling of new equipment, drugs and 
procedures carried out in the execution of their orders. 


Nurses interpret nursing to the patient and his family by the quality of care given; 
but they must also be interested in community affairs, health teaching and assume 
the responsibilities of mature adults. 


The role of the professional nurse is influenced by the following factors: 
1. Modern medicine and advances in the field of public health; 

2. Increased demands for nursing services, and 

3. The status of nursing and of women generally. 


Modern methods of medical treatment, new drugs such as antibiotics, and 
chemotherapy have affected the work of all members of the health team, especially 
nurses, both in hospitals and in public health. Advances in the field of surgery, 
early ambulation and discharge demand more skill on the nurse’s part, a knowledge 
and understanding of the principles and methods of rehabilitation. as well as an ability 
to instruct the patient and his family. In addition, greater integration of hospital 
and public health services is required to provide continuity of care. The aspects of 
mental health, especially the principles of mental hygiene, are an important factor, 
and as public health and medicine advance, so the doctors’ volume of work and the 
nurses’ responsibilities increase. Many of the functions which were previously 
part of the doctor’s responsibility are now delegated to nurses. Increased service 
to patients provided by the clinical laboratory, x-ray deep therapy and many other 
departments which form an integral part of modern patient care have inevitably 
increased the nurse’s work load. It is essential, therefore, to meet this increased 
demand for nursing services if the health programme is to be successful and conflicts 
in providing total patient care are to be avoided. 


The inadequate status of nursing and of women in some cultures of the world 
have presented a problem in meeting the health needs. In some cultures the nurses 
are still lagging behind in receiving the basic education necessary to give them a 
status appropriate as members of the health team. Only when nursing education 
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can be established on a sound basis comparable to that of other workers in the 
health field of the country or countries concerned can this problem be solved. ‘ It is 
interesting to note that in countries where medicine is highly developed and nursing 
is not, the health status of the people does not reflect the advanced stage of medicine ’. 


Cultural patterns and social attitudes have not only limited the number of nurses 
in some countries but have denied the freedom necessary for both education and 
practice of the nursing profession. Nurses may not be accorded social esteem; 
their work may be considered of a subservient nature and may demand personal 
sacrifice and a degree of seclusion that is not expected of other (female) members of 
the health team. Custom may also deny women the right to essential education 
necessary for nursing. The attitude that a woman’s place is in the home is certainly 
aggravating the problems of nursing in some countries. 


Nurses may also be excluded from policy making bodies, authority being with- 
held, unable or not permitted to assume full responsibility as administrators thus 
jeopardising the advancement of nursing. 


The basic curriculum of a nursing school should be planned in such a way as to 
develop the social and civic responsibilities of the student, which would eventually 
help the nurse to become socially sensitive to the needs of the people of her country. 
Nurses should belong to civic organizations as well as their own organizations, they 
should be members of committees, both on a local and a national level and student 
nurses could be assisted to identify their social and civic, as well as professional 
responsibilities by attending professional and other meetings both as participants and ° 
as observers. 


Nursing schools should be based on sound educational principles and should not 
be organized as a means of providing care for the patients only. The care given to 
patients by student nurses should supplement the needs of nursing service. Student 
nurses require time, understanding and supervision to give adequate care to patients 
and they cannot be expected to carry the full service load. Student nurses should be 
treated as students at all times during their educational programme. 


Progress is also being made in the field of education for qualified nurses. They 
are receiving post-basic education from university planned programmes thus enabling 
them to fulfil their role along with other members of the health team. Nurses in 
Pakistan are being encouraged to further their education and it is hoped that in the 
future nurses will attain academic level education. It is also hoped that governments 
and nurses will take advantage of scholarships available for further study and so help 
to meet the need for nursing administrators and nursing educators in Pakistan. 


Nurses are aware of the need for research to determine the health needs of the 
people in order that scientific planning can be made both to prepare the type of nurse 
needed and to provide the service required. The Expert Committee on Nursing has 
recommended that the World Health Organization undertake fundamental research 
with the assistance of social scientists to determine the real health needs of the people 
in two or more different societies and determine how nursing can best function to meet 
these needs through health teaching, participation in preventive programmes, care 
of the sick and other means. Very little or nothing has been done in the field of 
research in Pakistan, as there is still a great shortage of nurses to carry out the basic 
service needs of the country. But to keep pace with progress in the field of nursing 
in other parts of the world, it is imperative for changes to come rapidly. Moreover, 
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through the medium of the International Council of Nurses and the World Health 
Organization nursing has become a matter of world-wide concern. Through the 
efforts of these organizations all member countries are attempting to improve the 
standard of nursing education and care. 


The Nurses Act in Pakistan provided for the establishment of a Nurses Board 
for the purpose of standardizing the education, examination and registration of 
nurses, as well as for keeping a check on nurse practice in the country. This organiza- 
tion was able to establish reciprocity with the nursing councils of some of the other 
member countries of the International Council of Nurses. This helps to establish 
uniformity in the education of nurses and in the employment of professional nurses. 
Nurses are under a moral obligation to maintain and promote good standards of 
nursing practice. 


Nursing is in a constant state of adaptation to meet the needs of society. With 
modern inventions many nursing practices are becoming obsolescent, but the funda- 
mental responsibility of the nurse remains the same at all times. The promotion 
of health is their chief concern. To help the nurse to represent her profession fully, 
it is thought essential that she should be free from undue economic pressure. She 
should be encouraged to participate in actual planning and administration of nursing 
services and nursing education as well as in the development of nurses’ associations. 
She should be prepared and permitted to serve the role of exclusive spokesman for 
nurses in matters affecting their employment. There can be no doubt that it is 
necessary to improve the economic status of nurses in order to maintain the high 
standard of nursing service. The World Health Organization and the International 
Council of Nurses are jointly trying to promote the best interests of professional 
nursing throughout the world whilst the International Labour Organization is mostly 
concerned with the role of nurses in the international health movement and the 
relationships between nursing organizations and services and International Health 
Agencies. 


‘We, Nurses, representing various nations of the world, sincerely believe that 
the profession of nursing will be advanced. by greater unity of thought, sympathy 
and purpose, need to work together to improve our work in the service of the sick, 
to promote the health of the nations, and to advance the best interests of our 
profession.’ 


With the above aim in view nurses of the world are assisted to strengthen nursing 
schools, I.C.A., Colombo Plan, WHO, UNICEF and various other agencies have 
initiated programmes for the development of nursing in the underdeveloped countries 
of the world. The scope and usefulness of these international nursing activities cannot 
be fully described. Their further development is a stimulating challenge to nurses 
who agree with Raymond B. Fosdick that: 


anything that contributes to the exchange of creative ideas 
across boundary lines contributes to the welfare of mankind. 
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Everybody likes Independence 


The RNPFN was founded in 1887 to assist Nurses and Hospital Officers to make 
suitable retirement provision at minimum cost to themselves. The Fund grants deferred, 
immediate and last-survivor annuities and transacts Life and Endowment Assurance 
at favourable rates. The Fund’s advice on pension provision is freely available to all 
eligible for membership—Nurses, Hospital Officers and Medical Auxiliaries, men and 
women. Assets exceed £20,000,000. The Fund can be of special help to British Nurses 
overseas intending to retire in the U.K. 


Ad Ognuno Piace L’indipendenza 


La RNPFN venne fondata nel 1887 onde permettere ad infermiere e ad impiegati di 
ospedali di garantirsi in forma adatta la propria messa a riposo con spesa minima. 
Tale Cassa emette annuita differite, immediate e di tipo ultimo sopravvivente ed 
esercita attivita di assicurazione sulla vita ed a pensione vitalizia a tassi favorevoli. 
Il parere della Cassa in merito a questioni di pensioni pud essere ottenuto gratuita- 
mente da tutti coloro che hanno diritto ad essere soci-infermiere, impiegati di ospedali 
ed assistenti medici, sia maschili che femminili. Le attivita patrimoniali della Cassa 
superano le £st. 20.000.000. 


Tout le Monde aime I’ Independance 


Le RNPFN a été fondé en 1887 pour aider les infirmiers et les employés des 
hépitaux a se constituer une retraite adéquate dans les conditions les plus économiques 
possibles. Le Fonds verse des viagers échelonnés, immédiats ou au dernier survivant 
et négocie au taux le plus favorable des assurances sur la vie et des polices a terme fixe. 
Les conseils sur la méthode a suivre pour se constituer une retraite sont donnés 
gratuitement par le Fonds a tous ceux qui sont éligibles, c’est-a-dire aux infirmiers, 
employés d’h6pital et assistants médicaux des deux sexes. Les capitaux du RNPFN 
dépassent vingt millions de livres sterling. 


ROYAL NATIONAL PENSION FUND 
FOR NURSES 


Patron: Queen Elizabeth the Queen Mother 


Write (giving date of birth) to: RNPFN (DESK 17A) * 15 BUCKINGHAM ST * LONDON « ENGLAND 
TBW/94 

















Around the World 


NATIONAL NURSING CONFERENCE ETHIOPIA 


The second National Nursing Conference of the Ethiopian Nurses Association 
was held in July in Ethiopia. At its first meeting a year ago most of the initiative 
was taken by foreign nurse advisers. This year, however, the E.N.A. took full 
responsibility for planning and conducting it. More than 100 nurses attended this 
very successful 3-day meeting and, considering the fact that there is only a total of 
200 nurses in the country, this represents a very high percentage indeed. It is interest- 
ing to note that the topics selected were of cultural as well as medical and nursing 
interest, and that every paper was followed by a lively and worthwhile discussion. 


BUSH NURSING JUBILEE AUSTRALIA 


The Victorian Bush Nursing Association, which was established to provide nursing 
and hospital services for sick and injured people in country towns and districts, 
started its first Bush Nursing Centre in 1911. To celebrate its remarkable growth 
during 50 years, the Victorian Bush Nursing Association plans to publish a booklet 
outlining its development. Those who are interested in learning more about the 
Association and who would like to obtain the booklet should write to the Nursing 
Superintendent, Miss E. Francis, 0.B.£., 105 Collins Street, Melbourne, Australia. 


NEWS NOTES VENEZUELA 


From November 19-25 the second National Covention of Nurses will take place 
in Maracaibo. Three motions will be put forward. We are also making preliminary 
arrangements to attend the 6th Nursing Congress in Panama next year. 

The Law concerning Professional Nursing Practice was brought under discussion 
in the National Congress of the Association of Professional Nurses. 

The first nurse has graduated in Psychology and now practises both professions. 
The first nurse also has graduated in medicine. 

The Nursing Journal of the Zulia Section will shortly be published. 


NOTICIAS DE VENEZUELA 


El préximo mes de Noviembre del 19 al 25, se iniciara la II Convenciofi Nacional 
de Enfermeras de Maracaibo. Se llerarafi tres Ponencias. Tambiefi se estan dando 


SRVOD OG WOT DDH OTH OGWHI OSU D niacin 


Human Behaviour in Illness 


Psychology and Interpersonal Relationships 
LYNN GILLIS, M.p., D.P.M. 


Here is a background of knowledge of the psychology of people in general followed 
by a study of the person in the patient in particular. In a delightfully non-academic 
way, we are given concrete help in dealing with the everyday emotional problems 
we meet both inside and outside hospital. 


First Edition appearing in the New Year 16/- 


G cnenestenundie FABER BOOKS omen 
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los primeros pasos para asistir al VI Cangreso de Enfermeria en Panama, el préximo 
aio. 

Entré en discusién en el Congreso Nacional la Ley del Ejercicio Profesional 
de la Enfermeria. 

Se gradué la primera Enfermera en Psicolgia, ejerciendo en ambas Profesiones. 
Igualmente se gradué en Medicina la primera Enfermera. 

Proximamente saldra a la publicidad la Revista sobre Enfermeria de la Seccional 
Zulia. 


NORTHERN NURSES CONGRESS NORWAY 


The next Quadrennial Congress of the Northern Nurses Federation will take 
place from July 18-21, 1962 in Oslo, Norway. 
The theme of the Congress will be Nursing-Care and Technique. 





In Memoriam 


Ethel Jessie Bowe, 0.B.E., R.R.C., former Matron-in-Chief of the Australian 
Army Nursing Service, died in the Repatriation Hospital, Heidelberg, Victoria, 
Australia, in October. Miss Bowe, who was 55, had been ill for some months. 


Miss Bowe trained and worked at the Royal Melbourne Hospital from 1930 
until she became sister-tutor at the Royal Perth Hospital in 1937. She became 
known in countries outside Australia, particularly in England and in the Middle 
East, during her work as an army nurse from 1940 onwards, and later when she served 
with the International Refugee Organisation in Austria from 1948-1950. 


Miss Bowe became Matron-in-Chief of the Australian Army Nursing Service 
in 1952, a post which she held until her retirement in May, 1961. Her passing will be 
deeply felt by the thousands of serving and ex-service men and women who knew and 
loved her, as well as by her friends in the nursing profession. 


* 


Margaret Eliot, a retired director of nursing at Presbyterian Hospital, New 
York City, died on 4 November at the Columbia Presbyterian Medical Center. 
She was 71. Miss Eliot graduated from the Presbyterian Hospital School of Nursing 
in 1921, and throughout her life remained closely connected with the hospital, 
finally becoming nursing director in 1938, a post she held until her retirement in 1955. 


Despite her close attachment to he1 own hospital she was in no sense parochial. 
She had a wide interest in national and international nursing affairs, and nurses from 
many countries who were made welcome at the Presbyterian Hospital will remember 
her outgoing personality, her quick wit, and her warm heart, qualities which endeared 
her to everyone who came into contact with her. To those who have known Miss 
Eliot and remember how youthful and gay she was, it will seem strange that there will 
not be another opportunity to meet her. 
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‘The Hospital Patient’ 


HE conference to study the needs of the hospital patient, held in London by the 

Royal College of Nursing, attracted some 500 people: doctors, lay administrators, 
matrons and nurses, and members of hospital committees and boards from all parts 
of the United Kingdom. 


Mademoiselle Clamageran, ICN President, gave the opening address and the 
Minister of Health for England and Wales was the concluding speaker. 


‘I wish to congratulate the Royal College of Nursing’, said Mlle. Clamageran, 
‘ on calling a conference on the recently published report The Pattern of the In-Patient’s 
Day. I sincerely wish that it may be communicated to other countries who are 
confronted with the same problems and who would also benefit by making a study 
of the different points suggested. It is certainly well worthwhile to examine the possi- 
bility of a better adaptation of the hospital to the patient, rather than to expect 
the patient to adapt himself to all the traditions of the hospital. 


We are now living in a time when drastic changes are taking place. Recent 
discoveries have allowed medicine and surgery to make a tremendous step forward, 
both in diagnosis and treatment. We must ask ourselves if our hospital nursing 
system allows us to give the best service to the patients, in the actual conditions of 
today. 


The problem of human relationships within the hospital is essential. Monsieur 
Peyssard, Director of the Ecole Nationale de Santé Publique at the Ministry of Health 
in France, said recently: ““ What gives human quality to a hospital is the same that 
gives human quality to all the professional acts that have for purpose human beings 
taken, not in general, but individually,” and: “‘When you cross the threshold of a 
hospital to become any kind of worker in this hospital—porter, gardener, director, 
orderly or nurse—it means that during all the time of presence near the patients, 
one gives to one’s task a total attention of the mind, all one’s skills, and one’s inner- 
self.” 


It is very important that we should bear this in mind, for the actual conditions 
of work in hospital tend to make it inhuman, or, at least, impersonal. Not only do 
the different members of the hospital team succeed each other at the patient’s bedside 
—doctors, nurses, hospital almoners, laboratory staff, dieticians, physiotherapists— 
but because of the reduced working hours for the nurses and the working in shifts, 
different nurses appear at different hours of the day, so increasing the number of 
persons dealing with each patient. Only by single-mindedness of purpose among all 
the members of the team and by the conviction of each that the patient must be 
considered as a person can a good climate be realised.’ 


CONSTRUCTIVE COMMENTS 


In all, fifteen speakers dealt with topics ranging from the psychological factors 
to replanning the service, and group discussions were organised. 


Miss M. B. Powell, Matron of St. George’s Hospital, London, spoke, on the 
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first day, of things that could be remedied forthwith—the early waking of patients; 
noise; and the indignity sometimes accorded a patient, such as being talked across, 
almost as if he were not there. We must, she said attract, select and train people 
whose personality and character, as well as their academic abilities, were suited to 
nursing. We should seek for sensitivity and sympathetic understanding. In hospital 
work the immediate need was for ‘ free and easy communication between all hospital 
staff ’. 


Mrs. McGhee, author of The Patient’s Attitude to Nursing Care, gave examples 
of patients’ comments on hospital life. Recurrent subjects they referred to were food, 
noise, and inadequate equipment; but also the lack of communication between 
those responsible for medical care, nursing care and aftercare. What mattered 
appeared to be not what was done, but how it was done. The main barriers that the 
patient sensed were strangeness and fears which were not appreciated by the staff, 
in a new world of rules, disciplines, censures and almost a new language. 


Dr. Hunt spoke of the infinite variety of patients now accepting hospital care, 
from the managing director admitted with a coronary thrombosis, whose illness was 
exasperating, irritating and inconvenient; to the working class man or woman for 
whom absence from work meant immediate loss of livelihood. In spite of their 
variety, each one expected what he wanted. 


Dr. Hunt summarised the five basic needs as: Efficient and successful treatment; 
sympathy or tolerance, described in America as T.L.C. (tender loving care); comfort 
and communication (from waiting list advice to contact with general practitioner and 
relatives after admission); entertainment—books, radio, television (only if the sound 
is relayed by earphones), telephones (should be far more used by patients); and 
visitors. 


Professor Northcote Parkinson was another speaker. He had not, he said, invented 
‘ Parkinson’s Law ’, rather he had discovered it, thus coming within the same category 
as Archimedes, Pythagoras and Newton (laughter). 


Professor Parkinson pointed out that any degree of success is apt to lead to an 
administrative appointment. He gave three rules for administrators: 


Limit the amount of paper. (The more paper used, the more staff required 
for filing it, and the more space required for the files and for staff.) 


Trust people financially. 


Don’t get defeated by desk-work so that you never escape from it to see 
what the staff are doing, see what is going on and meet the people concerned. 


* ROLE REVERSAL ’ 


On the final morning an unusual experiment was introduced. A matron, in 
the role of a hospital secretary, a doctor acting the part of a matron, and a hospital 
secretary speaking as a doctor, discussed the comment that: while the nurse might 
treat the patient as a person, to the doctor he was a case and to the administrator 
he was a statistic. The three speakers demonstrated convincingly to the audience 
how extraordinarily difficult it is to discuss a problem from a point of view other than 
one’s own. 


The Chairman then gave two amusing examples of communication techniques, 
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and suggested that any form of communication—letter, ’phone call, meeting or 
conference—should be evaluated in advance on the following questions: 

Why was it being planned; 

For what was it being planned; 

What should be done and at what level? 


He suggested that three basic essentials of communication could be demonstrated 
by a radio. The switch-on or call sign was the first step; a transformer or interpreter 
of the message was the middle; and the receptor or incentive to receive was the third. 


Mr. Ramond Parmenter, who had presided throughout the three days, welcomed 
the Minister of Health, The Rt. Hon. Enoch Powell, who gave the concluding address, 
and said that he had set an example by joining the audience the previous day: as 
effective ‘ communication ’ entailed listening. 


The Minister congratulated the Royal College of Nursing on devoting a 
Conference so ably organised to personal relationships between Health Service staff 
and patients, which he considered the most important matter at this time. 


* We should ’, he said, ‘ be suffering from an inspired restlessness, exploring one 
aspect after another that needed improvement, putting forward one foot, and then 
(as someone has said), by a strange inconsistency, the other.’ 


The Minister spoke of the out-patient department as the shop window of the 
Service. He asked if the following standard of performance was a fair measure of 
out-patient efficiency: at least 75% of patients seen in half an hour, and at least 
97% seen within one hour. 


He was glad that doctors and lay administrators had joined the nursing profes- 
sion for this Conference. Progress must be made both in the physical and the psycho- 
logical aspects of hospital care, he said, but physical deficiencies must never be made 
an alibi for personal inadequacies. Referring to noise, the Minister said that the 
implication of a continued avoidable noise was more important than the noise itself. 
It gave the patient the impression that the hospital did not care for him as a sentient 
being afflicted by it. Directives on noise were ineffective; it was for the hospital 
team to act. ‘ The will can make the means, but the means can never make the will’. 


Finally, said the Minister, does the atmosphere of the hospital say to the patient: 
* We exist to serve you ’? 


x Recent Publications 











MEDICINE FOR NURSES SURGERY FOR NURSES 
Fifth Edition. By Dr. M. TOOHEY Seventh Edition. By Mr. JAMES MORONEY 
683 pages 285 illustrations 30s. 804 pages 676 illustrations 32s. 6d. 
PRE-NURSING COURSE IN SCIENCE OAKES’ DICTIONARY FOR NURSES 
By Mr. JOHN M. MUNRO Eleventh Edition. Revised by Miss NANCY 
154 pages 58illustrations 12s. 6d. ROPER 
THE PATIENT'S ATTITUDE TO NURSING 504 pages 59 illustrations 8s. 6d. 
CARE A STUDY OF THE PSYCHIATRIC NURSE 
By Mrs. ANNE McGHEE By Dr. AUDREY L. JOHN 
104 pages 10s. 6d. 247 pages. 21 illustrations 21s. 


* E. & S. LIVINGSTONE, LTD., TEVIOT PLACE, EDINBURGH—— 
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Book Reviews 


TENDERNESS AND TECHNIQUE: 
Nursing Values in Transition 
By GENEVIEVE ROGGE MEYER. 


Published by the Institute of Industrial Relations, University of California, Los Angeles, 1960. 
160 pp. $2.75. 


The tenderness and technique of the title refer to two traditions in nursing which Dr- 
Meyer describes as growing up side by side since the time of Florence Nightingale, and coming 
now into sharp focus under the pressure of present day changes in the nursing profession. 
The first is that of the tender ministering angel, and the second that of the technically know- 
ledgeable professional. 


Dr. Meyer, a psychologist, carried out this piece of research in Los Angeles during 
1955-58. Her purpose was to explore the current manifestations of these two traditions in 
the values of present day nurses. 


The sample consisted of 292 registered nurses from eight hospitals, and 405 student 
nurses from three schools of nursing. Four specialties were covered—medical, surgical, 
psychiatric, and public health—and one quarter of the registered nurses were in supervisory 
positions, i.e., head nurses or above. 


Four research instruments were used; a picture test; a questionnaire on attitudes towards 
patients, visitors, and colleagues; a request for comments on salaries; and a request for 
information on family and educational background. Examples of all the instruments are 
given. 


Analysis of the information obtained showed that four types of nurse could be isolated, 
ranging from Type I, the ministering angel, through two intermediate types to Type IV, the 
efficient administrator, who valued technique more than any other quality. 


The description of these four types and their attitudes towards their work is long and 
detailed, and occupies the main part of the book, which is clearly written and well tabulated. 


There is material here to interest all nurses. Nurse tutors and superintendents of nursing 
in particular will find much to think about in Dr. Meyer’s conclusions. For example, the 
majority of nurses belonged to Type I, the ministering angel type, at the start of their training, 
but by the end they were distributed between all four types, the distribution apparently 
being related to the kind of training they had received, whether three years in college, or 
three years in hospital, or an associate programme in which two years of college work were 
combined with one year in hospital. Results suggest that there is a type of nurse emerging 
in whom tenderness and technique are being integrated, and that it may be possible deliber- 
ately to foster this emergence in our training programmes. 


The project was carried out in one city, in a country with a long tradition in nursing, 
but it may well be applicable to countries without this tradition, or with different traditions. 
The wish to alleviate suffering does not depend on tradition, and all over the world the nursing 
profession is feeling the pressure of change and the influence of advancing technology. 
Tenderness and technique are probably struggling for supremacy in the nursing profession 
in every country, and this book should therefore have a wide and helpful application. 


JOAN BURR, R.M.N., S.R.N. 
ENGLAND. 
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OCCUPATIONAL HEALTH NURSING 


By F. H. TyREr, M.A., M.R.C.S., L.R.C.P., D.I.H. 
Published by Bailliére, Tindall and Cox, London, 1961. 173 pp. 25s. 


This is a book which should be prominently on the shelf of every Health Department 
within industry and commerce. Dr. Tyrer blends technical data with practical nursing 
application, to meet the needs of nursing staff practising occupational health maintenance. 
Appropriate emphasis is given to the need for the trained nurse to change her curative 
attitude to that of a preventive outlook. Dr. Tyrer points out that an abundance of tact 
and a real interest in people are necessary attributes in order to view from many standpoints 
the various problems presented in this work and to find reasonable compromise without 
sacrificing professional integrity. 


A brief outline of the British legal system and its application to occupational health 
nursing practices is given; principles of prevention are clearly defined, and occupations 
together with their risks of disease and injury are listed. The nurse’s position in the industrial 
hierarchy when working with and without a medical practitioner is discussed and her 
responsibility to the management specifically stated. 


This publication capably weaves the teaching of the Royal College of Nursing and the 
Birmingham Accident Hospital with the accepted text books by such specialists as Schilling, 
Lloyd-Davies and Marion West, to give the nurse a condensed guide for this very specialized 
branch of nursing. 


EMMELINE G. ROACH, 
AUSTRALIA. 


CARDIO-VASCULAR SURGERY 
A Manual for Nurses 


By Members of the Surgical Staff and Nursing Service Staff, Texas Medical Centre, Houston, edited 
by George H. Peddie, M.D. and Frances E. Brush, R.N. 


Published by G. P. Putnam’s Sons, New York, 1961. 170 pp. 20s. $2.75. 


Cardio-Vascular Surgery a few years ago had a very limited field. Techniques are rapidly 
improving and today with the aid of pump oxygenators, and profound hypothermia it is 
possible for the surgeon to perform the most intricate operations. Patients undergoing this 
type of surgery require a high standard of pre-operative and post-operative nursing care. 


A reference book on this subject is urgently required in Great Britain. 


Cardio-Vascular Surgery a manual for nurses, is a recent American publication. This 
book I have found most interesting. The diagrams are excellent, and much can be learnt 
from these visual aids. Most of the material written has been meticulously described, but 
as a result much irrelevant information given. The techniques described are only applicable 
to American hospitals, and may confuse the nurse elsewhere. The drug section is most help- 
ful, giving details of those used widely in most hospitals. 


Closed valvotomy procedures have been clearly explained, but insufficient space given 
to operations performed under direct vision. The patient of today can expect a more 
extensive operation, with a better prognosis. 


The post-operative care of these patients is both complicated and new. During the 
immediate post-operative stage, a patient may be attached to various types of machinery, 
e.g., an electrocardiogram, pace-maker and pressure recording equipment. It would help 
the nurse if she had some knowledge of these machines. 


A great deal of thought has been given to this book, but too much space given to routine 
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procedures. May I congratulate the editors for the methodical presentation of their book, 
but feel it could only be of limited value to nurses generally. 


PHYLLIS BOWTLE, s.r.n. 
ENGLAND. 


NURSING TEAM LEADERSHIP 
By THORA KRON, R.N., B.S. 


Published by W. B. Saunders Co., Philadelphia and London, 1961. 168pp. 19s. 


This is a book dedicated to nursing team leaders. The idea stems from the author’s 
experience with students in a school of nursing, for she says ‘ whenever they studied team 
nursing and their responsibilities as team leaders, they had difficulty in finding professional 
reference material relating to specific ways of carrying out the duties of a leader. Most of 
the available information is directed towards preparing nurses for more advanced admin- 
istrative or supervisory positions ’. 


The book is divided into four parts. Part I deals with the place of the professional nurse 
in the hospital of today. The author gives definitions of nursing care which can be very 
helpful at a time when so many phrases are coined which do not always lend themselves to 
easy and correct translation. The author also describes well the conflicting situation con- 
fronting today’s nurse, as to what her responsibilities include and what they do not include. 
Part I finally leads on to the concept of team nursing as offering help in solving these problems. 


Part II is applied psychology: for example, discussing the importance of understanding 
the needs of the team-members, their feelings, attitudes and individual differences. It gives 
definitions of leadership and the importance of effective communication. 


Part III describes the actual process of team leadership and this part of the book should, 
in all its simplicity, be worthwhile reading even for experienced nurses. Of particular interest 
are the chapters dealing with reporting, making assignments, organizing the work, confer- 
ences with staff, etc., all of them matters only too well known to every nurse with administra- 
tive responsibility, but far too often overlooked or taken for granted. 


Part IV deals with co-operation, not only within the team, but beyond it; one of the 
musts of nursing today. It discusses the relationships of the team with the head nurse and 
with the clinical instructor whose position, especially if she is representing the staff of an 
independent school of nursing, can very often be found rather awkward or confusing. The 
nursing supervisor’s role and relationship are also dealt with. 


On the whole, this book will, no doubt, be very useful and should find readers in many 
countries. It shows clearly that the author has had wide experience of team nursing, in 
which her own country has set an example. However, knowing something about the 
situation in other countries where it is a fairly new idea one must express a few words of 
caution. 


One would like to warn the nurse educator not to hand the book over to her students 
as self-explanatory reading, for unless she herself has had practical experience of team 
nursing and will also be able to provide an opportunity for the students to experience it, 
some misunderstandings may arise. One sometimes finds that student nurses and young 
graduates today seem to have misunderstood their functions as nurses and their role in team 
nursing. Therefore, one would like to stress more clearly the point that leadership in team 
nursing means active participation in the care of the patient. 


Additional virtues of the book deserving mention are the bibliography at the end of each 
chapter and suggestions for study questions, while the book, including the index, is only 168 
pages. 


INGRID HAMELIN, 
FINLAND , 
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THE IMPROVEMENT OF NURSING THROUGH RESEARCH 
Edited by Loretta E. HEIDGERKEN, R.N., Ed.D. 

Published by the Catholic University of America Press, 

Washington 17, D.C, 1959, 269pp. $2.50. 


This is a report of the proceedings of the ‘‘ Workshop on the Improvement of Nursing 
through Research,” conducted at the Catholic University of America, June 14—24, 1958. 

As there is considerable interest in the United States of America in the research method 
of finding a solution to the problems in nursing, this workshop was held to enable nurse 
educators, staff nurses, head nurses, supervisors, and administrators engaged in nursing 
education and nursing service in hospitals and health agencies, to improve their own con- 
tributions to this work, by acquainting themselves with the scientific approach to the solution 
of problems in nursing, through discussions with eminent research workers in nursing. A 
““ workshop ” is the American nomenclature for a type of study meeting in which participants 
not only receive formal guidance from experts in the field under discussion, but each parti- 
cipant shares in the attempt to: find a satisfactory method of examination and solution of 
selected problems. 


The lectures dealt with general information on planning research programmes and on the 
interpretation of data, and covered a wide range of subjects embracing:—the introduction 
and evaluation of the workshop on the improvement of nursing through research; the role 
of research in the improvement of nursing education, the teaching process, and patient care 
and nursing service; defining a problem for study and selecting the method of study; im- 
proving public health through research. All the papers were presented by well known 
nursing and university personalities. They are reproduced in full and add greatly to the 
value of the report. 


Various topics relating to research in the improvement of general patient care, psychiatric- 
mental health nursing, the curriculum, and the improvement of nursing education through 
cost analysis, were discussed in the seminars. These activities are summarised in Part II 
of the report. They demonstrate most admirably the contribution which an enquiring 
attitude of mind and a logical approach to problem-solving can make. The discussions on 
methodology are of considerable value to those who wish to demonstrate the steps necessary 
to logical thinking and concise appraisal of facts. 


Though nurses who have a limited knowledge of English, and of research procedures, are 
not likely to find this report easy to read, there is a wide circle of nurses who will find much 
of value init. In particular a study of the techniques and of the material presented in such a 
workshop will be of great use to many nurses. Even if they cannot aspire to a proper research 
programme, there is much to gain from conducting nursing ‘ get togethers ’ in an attempt to 
solve one’s problems. The development of the ability of participants, in such a ‘ get together,” 
to work as a cohesive group is in itself a step in the right direction for the solution of problems. 


This report should be available to national nursing associations, nursing educators and 
administrators, for it mirrors the American nurse leaders in their endeavours to give scien- 
tific direction to the work and thinking of their profession. It is an example to be emulated 
by nurse leaders in other lands. There are many problems distracting the nursing profession 
in all parts of the world. These require solution, and although it is not intended to convey 
the impression that research projects should be made out of matters which experience and 
common sense can solve, many of these problems need the scientific approach so as to lay 
bare the bones of the matter and enable remedial policies to be formulated. To all who are 
taking their first faltering steps in that direction and also to those who are already experts 
in this field this report is recommended. 

C. SEARLE, 
South Africa. 
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International Calendar 





1962 

May 15th World Health Assembly Geneva 

June 30—July 7 5th Conference of the International Union for Philadelphia 
Health Education of the Public 

July 22—28 8th International Cancer Congress Moscow 

August 5—11 2nd International Congress of Radiation Harrogate, U.K. 
Research 

August 19—24 11th International Conference of Social Work Rio de Janeiro 

August 24—31 Congress of the International Association for Scheveningen 
Child Psychiatry and Allied Professions 

September 6—11 9th Congress of the International Society of Mexico, D.F. 
Blood Transfusion 

September 9—15 10th International Congress of Paediatrics Lisbon 

September 9—14 13th Biennial International Congress of the New York 


September 9—14 


International College of Surgeons 
International Congress of Dermatology 


Washington, D.C. 








October 7—13 4th World Congress of Cardiology Mexico, D.F. 
October 22—26 3rd International Congress of Occupational Philadelphia 
Therapists 
December 3—7 19th International Ophthalmological Congress New Delhi 
December 31 9th International Congress of the Medical Manila 
Women’s International Association 
1963 
February 20—24 7th International Congress of Diseases of the New Delhi 
Chest 
May—June 4th International Congress of School and 
University Health 
June 16—22 2nd_ International Congress on Medical Washington 
Librarianship 
June 17—22 4th International Congress of the World Con- Copenhagen 
federation for Physical Therapy 
June 9th World Congress of the International Copenhagen 
Society for Rehabilitation of Disabled 
July 6th International Congress of Gerontology Copenhagen 
August 9—15 6th International Congress on Nutrition Edinburgh 
September 1—7 9th International Congress of Orthopaedic Vienna 
Surgery and Traumatology 
Gctober 13—18 3rd International Congress of Plastic Surgery Washington 
14th International Congress of Occupational Spain 
Health 
7th International Congresses of Tropical Rio de Janeiro 
Medicine and Malaria 
8th International Congress of Leprology Rio de Janeiro 
1964 
September 11th International Congress for Cell Biology Providence, R.I. 
September 20—26 3rd World Congress of Anaesthesiologists Sao Paulo, Brazil 


The items in this calendar are selected from the Conference List of the Council for International 
Organizations of Medical Sciences, Paris. 
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... a8 much a part of 
nursing routine as the thermometer 


* CLINISTIX* for glucose | 
ALBUSTIX® for albumin 
CLINITEST* for sugar 
es ACETEST™ for acetone 
OCCULTEST™ for blood 
ICTOTEST™ for bilirubin 
PHENISTIX” for phenylketonuria 


stick and tablet urine tests 
QUICK - SIMPLE - RELIABLE 


RIES g 
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Routine urine testing is as important to good nursing as taking a temperature. The results 
frequently help towards a specific diagnosis. 


















Ames stick and tablet tests have become the standard methods for routine urine testing because 
they are so quick, so simple, and so reliable. Ames tests are used in the wards and clinics of all 
major hospitals. They are used by doctors and nurses throughout Great Britain. They are an 
essential part of good nursing practice: 


(ay AMES COMPANY STOKE POGES, BUCKINGHAMSHIRE 


Division of Miles Laboratories Ltd *Trade Marks A M 352 
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